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SICO-HASTINGS DIAGNOSTIC SET 


Made by Gowllands, Ltd., Croydon 


This set consists of the tollowing components which are illustrated in the picture above: — 


May ophthalmoscope with illuminated and magnified numbers, auriscope with three black anodised (all metal) inter- 
changeable speculae, Duplay nasal speculum, bent arm throat lamp, laryngeal and post-nasal mirrors, metal tongue 
depressor, large battery handle and spare lamp. 


The case itself is moulded from SPECIAL SHOCK-RESISTING bakelite, black in colour and with a very hard scratch- 
resisting surface. The material is of a very special tough grade. 


The design of the case has been specially produced by a well-known industrial artist; it is modern, harmonious, pleasing 
as well as being well fitted for its purpose. The modified standard Gowlland catch is non-ferrous and rustproof. The lid 
is fixed to the base of the case by means of five patented spring hinge members; these are of steel but rustproof plated. 


The blue impervious rubber pad for the instruments is both hygienic, silent, particularly handsome in appearance and 
enables the instruments to be carried conveniently and without shake. The lid is lined with a pad covered with satin 


finish Royal Blue P.V C. sheeting. 


Price complete as illustrated and described £13-10-0 


GURR SURGICAL INSTRUMENTS (Pty.) Ltd. 


Harley Chambers Kruis Street P.O, Box 1562 
JOHANNESBURG 
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ANTIBIOTIC 
LOCAL USE 


SOFRAMYCIN 
OINTMENT 


(1.5% of Soframycin in 15G. tubes) 


\ 

\ Remarkabl 
\ PROTEUS VULGARIS 


STAPHYLOCOCCI 
| PSEUDOMONAS PYOCYANEA 


Resistance has never been observed in the many strains of 
staphylococci isolated from humans including those resistant 
to other antibiotics. 


SENSITISATION to Sotramycin has 
never been reported clinically, and 


tissue tolerance to it is excellent. 
ROUASEL Soframycin is soluble in water, and is 
extremely stable in aqueous solution at 


LONDON N.W.10 room temperature. 


Sole Distributors For South Africa 


"FISONS CHEMICALS (S.A.) (Pty) LTD., Triangle House, 226, Market St., Johannesburg. 


\ Sole Distributors for Central Africa Federation: 
MACRAE (Pvt) Ltd. Swansea St., Light Industrial Sites, P.O. Box 1716, Bulawayo. 
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CONTROLS allergic conditions 
CURBS inflammation 
CHECKS infection 
PROTECTS the eye 


5 cc. dropper bottle 


METIMYD, brand of prednisolone and sulphacetamide sodium. 
PAETICORTELONE Acetate, brand of prednisolone acetals. 
ALBUCID,! brand of , sulphacetamide sodium 
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BEHEER allergiese toestande 
BEPERK ntsteking 
BEDWING besmetting 


BESKERM die 00g 


5 k.s. indrupbottel 


METIMYD, merk van prednisoloon en natrium- 
METICORTELONE-a faat, merk van prednisoloon-aseteat. 
ALBUCID, merk van natrium-sulfasetamied 
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Aspirin intolerance 


in rheumatoid arthritis 


BU FFERIN — the new, better-tolerated analgesic 


Most successful answer yet discovered The latest report by the Joint Coun- 
cil Committee of the Medical Research Council and the Nuffield Foundation (on 
clinical trials of cortisone, acTH, and other therapeutic measures in chronic 
rheumatic diseases) confirms the findings of the previous year. “At the end of two 
years, therefore, as previously reported at the end of one year, it appears that for 
practical purposes there is remarkably little to choose between cortisone and 
cag gg management of this group of patients.” (British Medical Journal, 


As aspirin is a far cheaper and less dangerous therapeutic agent it is obvious why 
practitioners prefer it to cortisone. But there is still the problem of aspirin intoler- 
ance which affects as many as 42% of arthritic patients. And Bufferin, the new 
analgesic which reduces gastric upset to a negligible minimum, is certainly the 
most successful answer yet discovered. (J.A.M.A., June 4, 1955, p. 387). 


Far better tolerated — even by arthritics Bufferin combines acetylsali- 
cylic acid with the antacids aluminium glycinate and magnesium carbonate (gentle 
antacid agents which do not produce “acid rebound”), and is well tolerated — 
even by arthritics. In blind trials amongst arthritics with proven intolerance to 
ordinary aspirin, 70°, had no gastric symptoms after taking large doses of 
Bufferin over periods of 4 to 16 months. (J.A.M.A., June 4, 1955, p. 387). 


Acts twice as quickly as aspirin Not only is Bufferin better tolerated by 
the stomach than ordinary aspirin, but its pain relieving ingredient is absorbed 
twice as quickly into the bloodstream. Trials show that on an average the 10- 
minute salicylate level after taking Bufferin was more than 20% higher than the 
20-minute level after taking ordinary aspirin. (J. Amer. Pharm. Assoc. 1950, 39:21). 


BUFFERIN HAS NO EQUIVALENT IN THE BRITISH PHARMACOPOEIA 


BUFFERIN 


ANTACID ANALGESIC 


in botties of 12, 36 and 100. Scored for divided dosage. 
Each BUFFERIN tablet contains 5 grains of houyastienic 
Acid with optimal proportions of Magnesium Carbonate 
and Aluminium Glycinate. 


DISTRIBUTED BY: BRISTOL-MYERS (PTY) LTD. P.O. BOX 9706, JHB 
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THE trust placed by medicine throughout the world in the name of 
Pfizer is not a matter of mere tradition. It is based on the physician's 
own experience and knowledge of what Pfizer has done, and is doing, 
in antibiotics and other fields. It rests on the proven efficacy of 
Pfizer products, as demonstrated in the doctor's daily practice, and 
on a personal assessment of Pfizer's contribution to the prevention 
and conquest of disease. 


privately circulated to physicians everywhere, and before which no i 


This is made possible by the findings of Pfizer Research, which are 
odee Pfizer product is placed on the market. 


Truly, Pfizer know-how, born of Pfizer experience and skill, and 
allied to Pfizer care, is worthy of its great responsibility. 


SIGMAMYCIN” TERRAMYGIN” TETRAGYN* VIOCIN’ MAGNAMYCIN” MATROMYCIN” GCORTRIL” DELTACORTRIL” TYZINE* 


"Trademark of Chas. Pfizer & Co., inc. 
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at this time of the year... 


The increase in upper respiratory tract infection 
calls for the discriminating use of 
a safe and efficient nasal decongestant 


IN A WORD... 


Isotonic Nasal Drops 
of Phenylephrine and Naphazoline. 
4 fi. oz. dropper bottle. 


ag 
Fenox 
. ID 
eos B.P.D. (South Africa) (PTY) LTD., Trent House, 275 Commissioner Street, Johannesburg 
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trade mark 


“Stemetil’ 1s a new phenothiazine derivative tor the symptomatic 
management of Méniére’s disease and other labyrinthine disorders, 
migraine and kindred conditions, and vomiting. The drug is 
administered orally, or if necessary, in the form of suppositories 
Presentations: Tablets of 5 mgm. and suppositories of 25 mgm 
Detailed information is available on request 


MAY & BAKER LTD 


ANUFACTU. ar 
DAGENHAM ENGLAND 


An Medica: Produ: 


MAYBAKER (S.A.) (PTY) LTD P.O. BOX 1130 


%-CHLORO-10~(3-4 '-METHYL-1 '~PIPERAZINYLPROPYL) PHENOTHIAZINE DIMALEATE 


PORT ELIZABETH TEL: 89011 
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brand 
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SK Relief of visual disturbances 
Suppression of headache 
* Control of vomiting 


* Low toxicity in therapeutic doses 


MA 4598 


tf 


(3 LINES) 


q introducing 
\ 
Rapid relief of giddiness 
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Now Available 


May we suggest, Doctor, that you 


watch your mail for further 


announcements and details? 


eee USHERS IN A WHOLLY NEW ERA 
IN ANTI-INFECTIVE THERAPY 


(Statement by Director, Antibiotics Division, U.S. Food and 
Drug Administration at World Antibiotic Symposium) 


MULTISPECTRUM TOLERATION 

Ref. SOBIN et al., Antibiotics Ref. Personal communication presented 

Annual 1954-55 p. 827. at Antibiotic Symposium 1956. 
~~ SYNERGISM CONTROL OF RESISTANCE 


Ref. ENGLISH etal., Antibioticsand Ref. ROYES et al., Antibiotics and Chemotherapy 
Chemotherapy VI: 511. August 1956. VI: 450. July 1956. 


Capsules of 250 mgm. ‘Vials of 16 *Trade Mark of Chas. Pfizer & Co. Inc. 


Pfizer PFIZER LABORATORIES South Africa (Pty.) Ltd., 
P.O. Box 7324, Johannesburg. 
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*Trademark for the Upjohn brand of prednisolone (delta-l-hydrocortisone) 
Available also in bottles of 100 tablets 


Fine pharmaceuticals since 1886 


Sole S.A. Distributors: 


Westdene Products (Pty.) Ltd., 


Johannesburg: 23 Essanby House, 175 Jeppe Street. 

Cape Town: 408 Grand Parade Centre, Castle Street. 

Durban: 66/67 National Mutual Buildings, Smith Screet. 
Pretoria: 210 Medical Centre Pretorius Street. 
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REDAKSIONEEL - EDITORIAL 


BESTRALING EN NYWERHEIDS- 
GENEESKUNDE 


’n Week lange kursus in Bestraling vir Nywer- 
heidsinterniste en -Prokureurs word gereél deur 
die Instituut vir Nywerheidsgesondheid en die 
Juridiese Kollege van die Universiteit van Cin- 
cinnati gedurende die week wat op 9 Septem- 
ber 1957 begin. Hierdie kursus, die eerste 
in sy soort, word gelyktydig op die twee be- 
roepe toegespits sodat elk die probleme, die 
professionele verantwoordelikhede en die be- 
perkinge van die ander kan begryp by die 
behandeling van die mediese en juridiese 
probleme voortspruitende uit die aanwending 
van ioniserende bestraling. 

Bestraling, die taal wat in verband daarmee ge- 
bruik word, en die fundamentele vereistes wat nodig 
is vir ’n behoorlike begrip van die gesondheids- en 
juridiese probleme sal aan die klas verduidelik word 
onderwyl albei groepe twee dae lank saam sit. Dit 
word gevolg deur twee dae van afsonderlike sessies, 
in die loop waarvan breedvoeri oor hul 
onderskeie belangstellingsgebiede onder die aandag 
van albei groepe gebring sal word. Op die vyfde 
dag sal die prokureurs en interniste weer saam ver- 
gader vir 'n sessie wat aan besprekinge en 'n oorsig 
gewy sal word. 

Klasse sal gehou word aan die Geneeskundige en 
Juridiese Kolleges van die Universiteit van Cincin- 
nati. Slegs ’n beperkte aantal persone sal toegelaat 
word om vir die kursus in te skryf. Die klasgeld 
is $100.00 per persoon. Om nadere inligting en 
aansoekvorms skryf aan Institute of Industrial Health, 
Kettering Laboratory, College of Medicine, Univer- 
sity of Cincinnati, Cincinnati 19, Ohio. 


RADIATION AND INDUSTRIAL 
MEDICINE 


A one-week course in Radiation for Industrial 
Physicians and Lawyers will be offered by the 
Institute of Industrial Health and the College 
of Law of the University of Cincinnati during 
the week of 9 September 1957. This course, 
the first of its kind, is directed at the two 
professions simultaneously in order to enable 
each to understand the problems, professional 
responsibilities and limitations of the other 
when dealing with medical or legal problems 
that are posed by the use of ionizing radiation. 

Radiation, its language and the fundamentals 
needed for the proper appreciation of health 
and legal problems will be explained to the 
class while both groups sit together for two 
days. This period will be followed by two 
days of separate sessions during which each of 
the professions will hear more detailed infor- 
mation about their respective fields of interest. 
On the fifth day the lawyers and physicians will 
re-assemble for a session which will be devoted 
to discussion and review. 

Classes will be held at the Colleges of Medi- 
cine and Law of the University of Cincinnati. 
Enrolment will be limited. Tuition is $100.00 
per person. For further information and 
application write to: 


The Secretary, Institute of Industrial Health, 


Kettering Laboratory, College of Medicine, 
University of Cincinnati, Cincinnati 19, Ohio. 
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WETSONTWERP OP AANVULLENDE 
GESONDHEIDSDIENTE 


Die Gekose Komitee oor die onderwerp van 
die Wetsontwerp op Aanvullende Gesond- 
heidsdienste wat op 16 Januarie 1956 op las 
van die Volksraad opnuut aangestel is, het 
oorweging verleen aan die onderwerp van die 
wetsontwerp, asook aan die getuienis en 
memorandums wat tydens die 1956-sessie en 
gedurende die voorafgaande sittings van die 
Parlement aan hom voorgelé is. 

Die Gekose Komitee het tot die gevolg- 
trekking geraak dat dit in die huidige 
omstandighede onprakties sou wees om wet- 
gewende voorsiening in ’n enkele wetsontwerp 
te maak vir al die uiteenlopende belange van 
die verskillende groepe wat aanvullende 
gesondheidswerk doen. 

Die Gekose Komitee het gevolglik aan- 
beveel dat daar nie voortgegaan moet word 
met die Wetsontwerp op Aanvullende Gesond- 
heidsdienste nie. Met die oog op die feit dat 
daar geen dringende behoefte is aan wet- 
gewing in verband met hierdie saak nie, lyk 
dit asof dit hoogs wenslik sou wees dat aan- 
vullende gesondheidsdienste moet voortgaan 
om te funksioneer op die grondslag wat reeds 
deur gewoonte en tradisie neergelé is. Dit 
skyn asof dit nie veel nut sal hé nie en trouens 
heelwat gevaar kan meebring as die posisie 
van heeltemal onbelangrike ondernemings ver- 
heerlik word deur ’n statutére status aan hulle 
te verleen. 
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SUPPLEMENTARY HEALTH SERVICES 
BILL 


The Select Committee on the subject of the 
Supplementary Health Services Bill, which was 
reappointed by Order of the House of 
Assembly on 16 January 1956, considered the 
subject matter of this Bill, together with the 
evidence and memoranda submitted to it by 
interested bodies during the 1956 session and 
during previous sessions of Parliament. 

The Select Committee concluded that it 
would be impracticable, in the present circum- 
stances, to make legislative provision in one 
Bill which would adequately serve the 
divergent interests of the various groups per- 
forming supplementary health services. 

The Select Committee accordingly recom- 
mended that the Supplementary Health Ser- 
vices Bill be not proceeded with. In view of 
the fact that there can be no urgency for 
legislation in connexion with this matter, it 
would seem highly desirable that supple- 
mentary health services should continue to 
function along the lines determined by custom 
and tradition. There seems little point and 
much danger in aggrandizing the position of 
quite minor undertakings by enhancing them 
with a statutory status. 


British Bursary for Post-Graduate Clinical Study in the United Kingdom 


z This Bursary has been established by grants 
rom: 
B.P.D. (South Africa) (Pty.) L 
British Drug Houses (South Rome (Pty.) Ltd.; 
Distillers Company (Biochemicals) Ltd.; 
Evans Medical Supplies Ltd.; 
LC.I. South Africa (Pharmaceuticals) Ltd.; 
The Crookes Laboratories Ltd. 

2. Applications are invited from registered general 
practitioners who have been in active practice in 
South Africa for at least 10 years. 

3. The Bursary is intended for post-graduate 
clinical study and not for medical research. It is 
available for not less than a 3-month period in the 
United Kingdom. 

4. The total value of the Bursary is £600. 

5. The candidate must submit a brief statement 
of his proposed course of study and indicate the 
institution at which he intends to undertake it. 

6. No payments will be disbursed to the successful 


applicant until he has satisfied the Selection Com- 

mittee that he has been accepted for the period 
of post-graduate study at an institution approved 
of by the Selection Committee. 

7. The successful candidate must undertake to 
return to South Africa for a period of at least 1 
year after the termination of the award. 

8. Applications must be made on the prescribed 
form which is obtainable from: 

Dr. H. A. Shapiro (Honorary Chairman), 
Selection Committee, 
British Bursary for Post-Graduate Clinical 
Study, P.O. Box 1010, Johannesburg. 
The closing date for applications is 31 July 1957. 


SELECTION COMMITTEE 


The following have agreed to serve on the Selec- 
tion Committee: Prof. G. A. Elliott, Prof. F. For- 
man, Prof. S. F. Oosthuizen, Dr. H. A. Shapiro, 


Dr. M. Shapiro, Dr. M. M. Suzman. 
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ELECTROCARDIOGRAPHIC CASE BOOK 


L. SCHAMROTH, M.B., B.CH. (RAND), M.R.C.P. (EDIN.), F.R.F.P.S. 
Baragwanath Hospital and University of the Witwatersrand, Johannesburg 
and 
B. A. BRADLOW, M.D. (RAND), M.R.C.P., M.R.C.P. (EDIN.) 
General Hospital and University of the Witwatersrand, Johannesburg 


[The case records and the electrocardiograms in this series provide the reader with an 
opportunity for an exercise in electrocardiographic interpretation. 

In each case the history and the unmarked ECG is presented, so that the reader can 
make his own provisional diagnosis. On another page in this issue, additional clinical 
data, together with an annotated ECG, provide a diagnosis against which the reader 
can check his own interpretation.— Editor.] 


CASE No. 3 


History. A 58-year-old European housewife throat, especially when walking fast or up 
was admitted to hospital because of severe _ inclines. 

headaches for many years. She also complained She had not had any previous treatment. 
of breathlessness on moderate effort and recent The electrocardiogram (Fig. 3, unannotated) 
attacks of severe breathlessness during the was recorded on the day of admission. 

night. For 2 months before admission she 


had experienced a choking feeling in the (Further data on p. 357) 
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MALE INFERTILITY 


S. J. HorFMAN, M.B., B.CH., F.R-CS., EDI. 
Johannesburg 


Male infertility is responsible for 25% of 
involuntarily childless marriages. Management 
is difficult and a successful therapeutic out- 
come is infrequent. However, a clear appre- 
ciation of the present state of knowledge of 
this subject should lead to improved results 
and obviate unnecessary and often useless 
treatment. 


NORMAL TESTICULAR ANATOMY 


A normal testis consists of 250 lobuli, each of 
which contains the terminal portion of 1-3 
seminiferous tubules. Each tubule presents a 
basement membrane of connective and of 
elastic tissue lined by seminiferous epithelium. 
The seminiferous epithelium consists of two 
distinct types of cells: the sustentacular cell 
of Sertoli (which are nutrient and supporting) 
and the spermatogenic or germ cell. 

Two phases occur with spermatogenesis. 
In the first, spermatocytogenesis, the germ cell 
divides repeatedly and eventually forms a new 
cell which contains one half of the somatic 
chromatin mass. In the second phase, spermio- 
genesis, these new cells (spermatogonia) divide 
mitotically and then increase in size to form 
primary spermatocytes. The primary sperma- 
tocyte matures and thereafter divides, forming 
in turn a secondary spermatocyte, a spermatid 
and finally a spermatozoon. 

Normally formed spermatozoa are endowed 
with a potential for locomotion while still in 
the seminiferous tubule. They move from the 
germinal cell layer and attach to a Sertoli 
cell in order to feed. The unique metabolic 
activity of spermatozoa demands only two 
essential requirements to enable them to live 
and to move. These are the presence of an 
isotonic fluid for a vehicle and the availability 
of a source of carbohydrate for food. 


ROLE OF THE ACCESSORY SEX GLANDS 


Each of the 3 accessory sex glands plays an 
essential role in normal fertility. 

1. Seminal Vesicles. These provide the 
bulk of the ejaculate and supply the sugar 
on which the spermatozoa feed. This latter 
is done by extracting glucose from the blood 
and converting it to fructose. 


Oestrogens depress the activity of the 
seminal vesicles; hence administration of stil- 
boestrol will decrease semen volume. 

2. The prostate. The prostate gland pro- 
vides the enzymes responsible for semen lysis. 
No valid reason can be adduced for either 
the lysis or the coagulation of semen, but 
maximum sperm motility occurs only after 
lysis of the ejaculate is complete. 

3. Epididymis and Ductus Deferens. These 
are essentially storage chambers. They are 
concerned with sperm maturation, which is an 
essential phase in preparing the spermatozoa 
for reproduction. 


THE SEMINAL FLUID 


Seminal fluid is a complex mixture which de- 
rives primarily from the seminal vesicles, the 
prostate and the para-urethral glands. The 
testes contribute less than 5% of the bulk 
of the ejaculate. The fluid contains sodium 
chloride, phosphates, calcium, lipids, chole- 
sterol, acid phosphatase, ascorbic acid, albu- 
min, globulin, mucin, sugar and thrombo- 
plastic enzymes. 

The main thromboplastic enzyme is hyalu- 
ronidase. This is present in large amounts 
in testicular extracts, and the amount in the 
ejaculate is in direct proportion to the num- 
ber of sperms. Hyaluronidase is presumed to 
disintegrate the follicle complex of the ovum, 
thus permitting sperm penetration. It has 
been suggested that this fact explains the 
large numbers of spermatozoa required for 
fertilization. It does not affect sperm motility, 
nor has it any effect on the viscosity of the 
sperm or of the cervical mucus. 

Hyaluronidase is only elaborated by the 
testis and can therefore only be present in 
the ejaculate if the efferent duct system is 
patent. Its presence in or absence from the 
semen thus provides a simple laboratory test 
for determining the patency of the vaso- 
epididymal system. 


ENDOCRINE PHYSIOLOGY IN REPRODUCTION 
No single endocrine gland controls reproduc- 


tion. Primary control originates from the 
gonadotrophic secretions of anterior pituitary. 
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The follicle stimulating hormone (FSH) stimu- 
lates both germ and Sertoli cell to influence 
sperm production. The luteinizing hormone 
(LH or IGSH) controls secretion of androgens 
by the interstitial cells of Leydig and so con- 
trols development of secondary sex structures. 
The fact to appreciate is that the production 
of sperm and of androgens is each related to 
the pituitary and not to the other. Andro- 
genic hormones do not act directly on testis 
to influence sperm production. 


ROLE OF NUTRITION IN REPRODUCTION 


Poor nutrition and, in particular, deficiency 
disease and metabolic upset play a role in 
infertility. Amino acid deficiencies and hypo- 
thyroidism result in oligospermia, and vitamin 
A and E deficiency are reputed to do the same. 

Normal liver function is essential for the 
inactivation of oestrogen and thus for a nor- 
mally functioning testis. Liver disease is one 
of the few definite constitutional causes of 
diminished fertility. 


SEMEN REQUIREMENTS FOR FERTILITY 


There are no generally accepted criteria of 
the normal. The tendency is to place an 
increasing emphasis on sperm quality and to 
discount quantity. I regard as normal a 
sterile (i.e. non-infected) ejaculate, of volume 
approximating 2.5 cc. and of normal vis- 
cosity, if the count is above 20 million per 
c.c., provided motility is adequate. 

Sperm motility is unquestionably the most 
important single factor in fertility assessment. 
Mcleod’s grading is followed and the sperms 
are subdivided into 5 grades: 

Grade 0: No motility. 

Grade 1: Sluggish progression. 

Grade 2: Moderately active progression. 


Grade 3: Active progression. 
Grade 4: Rapid normal progression. 


Normal motility is defined as 60% activity 
of at least grade 3 quality two hours after 
ejaculation; and 40% activity of a similar 
quality 54 hours after ejaculation. The critical 
level of motility is less than 40% activity 
with a quality of activity less than grade 2. 
All sperms below this level are infertile re- 
gardless of any other factor. 

The total volume ejaculated should approxi- 
mate 2.5 c.c. The actual quantity is relatively 
unimportant, albeit very large and also very 
small quantities are equally usually associated 
with infertility. Sperm viscosity is more im- 
portant. Liquefaction should be complete in 
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30 minutes. A watery fluid is usually asso- 
ciated with a low count and a thick viscid 
fluid will hamper motility. 

The significance of the actual sperm count 
is debatable. It is believed that undue 
emphasis has previously been placed on this 
phase of the examination. It is not possible 
to state factually that below a certain figure 
a subject is sterile and that above that figure 
he is fertile. There is, however, an ever 
increasing mass of evidence to suggest that 
the critical figure is 20 million per c.c. and 
that, other factors being equal, semen with a 
lower sperm count is basically infertile, and 
with a higher count it is fertile. Further- 
more, it is believed that there is no increased 
potential for fertility above 20 million per c.c. 
The individual with a sperm count of 22 
million per c.c. is potentially as fertile as the 
man with a count of 220 million per c.c.,. 
provided, and this is the big #f, motility is 
normal. 

A single sperm examination is only con- 
clusive if normal. Abnormal counts must be 
repeated after a 2-4 day period of sexual 
continence. 


FUNDAMENTAL TYPES OF SPERM DEFECT 


Four fundamental types of sperm aberration 
occur: aspermia, azodspermia, oligospermia 
and necrospermia. 

Aspermia is rare. It is of psychogenic 
origin and is present from the commencement 
of sexual life. Desire, erection and penetra- 
tion are all normal, but ejaculation does not 
occur. Psychotherapy is required. 

Necrospermia accounts for 1% of cases of 
sterility. The sperm is totally immobile. The 
acrosome and the nucleus of the spermatozoon 
develop normally, but the tail element and the 
anterior centriolar body do not. Faulty de- 
velopment occurs during the terminal stage of 
spermatogenesis and no treatment is available. 

Azoépermia occurs in 2% of all males. The 
ejaculate contains no spermatozoa. This con- 
dition is either due to a failure of the testis 
to make sperms or, alternately, to an obstruc- 
tion to the egress of the sperms once formed. 
Failure to make sperms is due to one of the 
following causes: 

i. Testicular maldescent. 

ii. Failure of development of germinal epithelium 
in an otherwise normal testis. 

iii. Germinal epithelium atrophy following X-ray 
radiation. 

iv. Mumps orchitis occurring after puberty. 

v. Testicular atrophy following trauma to the cord 
structures during hernia repair. 
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Obstruction to sperm egress may be due to: 

i. Previous inflammatory lesions with consequent 
bilateral epididymal occlusion. 

ii. Congenital absence of the ductus deferens or 
the epididymis. 

iii. Local lesions in the efferent tubules of the 


Ss. 

Oligospermia. The sperm does not measure 
up to the standards required for fertility. The 
basic underlying cause is usually obscure. 


INVESTIGATION OF THE INFERTILE MALE 


1. A detailed history is essential. The features 
which merit enquiry are: 

(a) Duration of marriage and possible issue from 
a previous marriage. : 

(4) Past indiscretions and, in particular, previous 
Neisserian infection with or without an associated 
orchitis. 

(c) Previous illnesses and operations. Potent 
sources of infertility are mumps in adolescence if 
complicated by orchitis, infectious fevers, malaria, 
liver disease, mismanaged hernia operations and 
orchidopexy. 

(d) Sexual habit, power of erection, adequate 
penetration and satisfaction of libido must be en- 
quired into. Frequency of coitus is important. The 
female is only fertile for a short spell in any one 
cycle and therefore infrequent acts may of them- 
selves account for the failure of conception. 

2. A Thorough Clinical Examination. Con- 
stitutional disease, obesity, obvious glandular 
aberration and hypertension may be of signifi- 
cance. The genitalia are examined meticu- 
lously. 

Are the testes normal to the feel? 

Are they soft and flabby or small and atrophic? 

Is epididymal induration present? 

Are the prostate and the seminal vesicles infected? 

Is the urine normal? 

All are pertinent factors. 

Arrangements are now made for sperm 
examination and the first consultation termi- 
nates. 

3. Sperm Examination. The technique of 
collection is important. A 2-4 day period of 
continence is required. Thereafter the patient 
reproduces as closely as possible the normal 
sexual act; but before ejaculation he withdraws 
and the specimen is obtained by friction. The 
whole of the ejaculate is delivered directly 
into a wide-mouthed, sterile bottle, particular 
care being directed toward obtaining the first 
part of the ejaculate. Laboratory examination 
is made within 30 minutes of ejaculation. 

At the second consultation the history, 
clinical findings and sperm examination are 
correlated. A normal sperm report exonerates 
the patient. If, however, the sperm examina- 
tion is abnormal, it is repeated after the neces- 
sary period of continence and, at the same 
time, other laboratory tests deemed necessary 
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are undertaken. These entail some or all of the 
following : 

i. Analysis of prostatic and seminal vesicular 
secretion for infection. 

ii. The estimation of the basal metabolic rate. 

iii. Detailed blood and urine studies. 

iv. Liver function tests. 

yv. Quantitative studies of 17-ketosteroids and of 
the gonadotrophins. 

vi. Assay of the follicle stimulating fraction of 
the pituitary. A single test is based on the changes 
induced in the genitalia of 5 immature mice. FSH 
assays may show that the defect is associated with 
hypo- or hypersecretion of FSH from the pituitary. 
Thus it may be possible to infer whether the primary 
deficiency is in pituitary or testes. 

vii. Blood chemistry. 

viii. Sugar tolerance. 

ix. Blood cholesterol. 

x. Presence of hyaluronidase in the ejaculate. This 
is of primary importance in azodspermia. The pre- 
sence of hyaluronidase presupposes a non-obstruc- 
tive lesion. 


At the third consultation the clinical and 
laboratory findings are correlated. 


THE ROLE OF A TESTICULAR BIOPSY 


Testicular biopsy is the most misused of in- 
vestigations. It is, unfortunately, a simple 
and safe procedure. It is easily performed and 
the patient is satisfied that ‘everything possible 
has been done’ to investigate his particular 
problem. 

In fact, it is a test of very limited value. 
Furthermore, I am not satisfied that it is with- 
out morbidity. It has been conclusively proved 
that in the bull testicular biopsy is followed 
by temporary azodspermia, and the same may 
hold in Man. The infliction of further injury 
on an already diseased organ is unjustified 
unless the information derived can justify the 
procedure. 

Testicular biopsy cannot play any role in 
the investigation of mnecrospermia or of 
aspermia and should not be used in these con- 
ditions. In oligospermia its use is debatable. 
I have never found it an aid to prescribing 
treatment, although it is claimed that it will 
help in the management of cases of spermato- 
genic arrest. I believe it to be of prognostic 
value only. The demonstration of basic testi- 
cular pathology obviates the subjection of the 
patient to treatment which cannot possibly 
help him and allows the physician to give 
him a factual prognosis. 

In azodspermia its use is confined to the 
non-obstructive type without clinically obvious 
glandular aberrations. Again it affords no 


guide to treatment and, in fact, merely con- 
firms the usual hopeless prognosis. 
All cases of obstructive azodspermia whose 
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gonads are normal to palpation are given the 
benefit of surgery. Testicular biopsy is per- 
formed incidentally in those cases which, at 
operation, are shown not to have normal 
motile sperms in their epididymes. 


MANAGEMENT OF THE INFERTILE MALE 


1. Necrospermia. No treatment is available. 
Adoption is counselled or donor insemination 
is performed. 

2. Aspermia. The defect is a psychogenic 
one, usually associated with a mother fixation. 
Psychotherapy is advised. 

3. Azodspermia. Management depends on 
the type. In the first instance one is guided 
by the hyaluronidase test. If this thrombo- 
plastic enzyme is present in the ejaculate, one 
is dealing with a non-obstructive lesion. In 
the rare case of this type which presents a 
diagnosable, glandular aberration, the defect 
is corrected if it is feasible to do so. An 
easily recognizable condition of this type is 
hypogonadotrophic eunuchoidism, in which 
the urine assay for gonadotrophic hormone is 
low. 

In hypogonadotrophic eunuchoidism testi- 
cular maturation at puberty fails, spermato- 
genesis does not occur and the Leydig cells 
do not differentiate. Testicular androgens are 
therefore not produced and the patient pre- 
sents with the classical stigmata of hypo- 
gonadism. The body is of eunuchoid propor- 
tions, the genitalia are small, the voice is 
feminine and facial and axillary hair are scant. 
The testes are intrinsically normal but have 
failed to respond to the stimulating effect of 
the gonadotrophic hormones FSH and ICSH 
required for normal maturation. Thus the 
primary defect lies in the pituitary and testi- 
cular involvement is secondary. 

Two other conditions, the eunuchoidal 
variant of the Klinefelter-Reichenstein-Al- 
bright syndrome and prepubertal testicular 
failure present an identical clinical picture. 
In neither of these conditions, however, is the 
urine assay for gonadotrophic hormone low. 

It is customary to complete the investiga- 
tion of the azodspermic testis with patent 
ductile apparatus by a testicular biopsy. It 
must, however, be stressed once more that this 
procedure affords no guide to treatment; nor, 
for that matter, is any available. Treatment 
becomes a question once again of adoption 
or of donor insemination. 

Management of Obstructive Azodspermia. 
One is guided by the actual feel of the testis. 
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If the gonad is soft, flabby or atrophic nothing 
active apart, possibly, from confirmatory testi- 
cular biopsy, is advised. Insemination or adop- 
tion is suggested. 

In the gonad of normal feel, open surgery 
is advised. The scrotal contents are exposed 
and congenital absence or anomaly of the vas 
or the epididymis is excluded. Therefore the 
epididymis is laid widely open and an imme- 
diate microscopic examination of the epidi- 
dymal fluid is made. 

The presence of normal active sperm in 
the fluid confirms the diagnosis of an obstruc- 
tive lesion and surgery proceeds. The invari- 
able site of obstruction is at the vaso-epidi- 
dymal junction and the vas is opened proximal 
to this. Five cubic centimetres of saline are 
injected down the vas. Free flow of the fluid 
indicates a patent vas and now vaso-epidi- 
dymal anastomosis is proceeded with. The 
same procedure is then repeated on the other 
side. The surgical technique is meticulous 
but basically simple and the results are good. 
Active motile sperm in the ejaculate is the 
rule after this procedure. 

4. Oligospermia. The semen is of a quality 
below the minimal standards required for fer- 
tility. Morphological classification is not pos- 
sible. The tubules may have all the normal 
components with each cell represented in nor- 
mal proportions, but there is an over-all im- 
pression of a reduced rate of spermatogenesis. 
Many of the spermatozoa lie free in the lumen 
of the tubule, apparently not undergoing the 
needed maturation within or in contact with 
the cytoplasm of the sustentacular cells of 
Sertoli. 

The underlying cause is usually obscure. 
In thyroid deficiency or in obesity, fertility 
may occur following correction of that upset. 
A similar happy outcome may follow the cor- 
rection of a liver upset or of a deficiency 
disease. 

Hormonal therapy is basically empirical and 
unsatisfactory. It is hampered by the facts 
that : 

1. Common hormonal preparations are un- 
reliable. Even if definite pituitary or testi- 
cular deficiencies are precisely identified by 
hormone assays, the available products for 
appropriate therapy are neither fractionated 
nor well standardized and are in a very crude 
form. 

2. Repeated injections of hormones may 
stabilize or immunize the endocrine system. 
Thus subsequent injections become decreas- 
ingly effective. This anti-hormone produc- 


355 


| 
| 
| 


356 MEDICAL PROCEEDINGS - 


tion is a poorly understood mechanism. 

Stimulation of sperm production is directly 
dependent on the secretion of pituitary gonda- 
trophin (FSH). This is the same hormone 
which produces follicular development in the 
female. Clinical experience with FSH is dis- 
couraging. It is given cyclically. 

The use of testosterone propionate is quite 
unphysiological because this hormone does not 
directly stimulate the activity of the semi- 
niferous tubules. Testosterone propionate 
does affect the secretion of the prostate and 
the seminal vesicles. It may therefore be of 
value in impaired sperm motility. 

Testosterone has been claimed to produce 
a spermatogenic rebound; 50 mg. are injected 
3 times a week until the sperm count reaches 
zero. Treatment is then discontinued. Spec- 
tacular improvements in the count and also 
in the architectural pattern of spermatogenesis 
are stated te occur 8-12 weeks later. This 
is possibly correct in the rare case of spermato- 
genic arrest at the level of the primary or 
secondary spermatocyte or at the level of the 
spermatogonic cell. In the usual oligospermic, 
however, this treatment is disappointing and 
it may, and indeed often does, convert an 
oligospermia into a permanent azodspermia. 

There is equally no physiological basis for 
the use of chorionic gonadotrophin, because 
luteinizing hormone has no effect on spermato- 
genesis. 

This then being the case, how are we to 
manage infertility due to oligospermia? Every 
effort is made to detect and correct incidental 
disease and to improve the patient's mental 
and physical well being. Small doses of 
phenobarbitone or the newer tranquillizing 
drugs are invaluable adjuncts. The wife's 
probable ovulation time is determined by a 
combination of calendar calculation, thermal 
shift and, if necessary, vaginal smear and 
cervical mucus studies. Intercourse is advised 
the night before, the morning of and the night 
of ovulation. If conception fails, then on the 
following month a holiday is advised during 
the ovalutory week and the intercourse pattern 
is repeated. This regimen is followed for 3 
months. Thereafter recourse is had to auto- 
insemination. The ejaculate is buffered with 
dextro-magnesium chloride to pH 8 and a 
drop or two of penicillin is added to the 
solution. This increases both sperm life and 
motility. Thereafter it is instilled into the 
uterine cavity. This procedure may be re- 
peated monthly at the time of ovulation. 

The next available procedure is similarly 
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performed insemination using a mixture of 
husband and donor semen. If this fails then 
donor insemination or adoption is suggested. 


COMMENT 


The gaps in our present understanding of 
the causes of male infertility are abysmal, and 
available therapy is minimal. The obstruc- 
tive azodspermic with normal testis should 
experience restored fertility after surgery. The 
oligospermic with obvious glandular or con- 
stitutional aberration may revert to normal, 
following correction of the underlying defect; 
this type of case is, however, unusual. Defini- 
tive treatment is not available for most cases; 
nor can any become so until means are de- 
vised whereby the cause of the defect can 
be established. Hormonal therapy is rarely of 
value and its empirical use should be 
eschewed. Mismanagement of this type 
merely involves the patient in much unneces- 
sary expense and tends to produce and to 
perpetuate a psychogenic fixation. Present 
management commonly devolves around a de- 
tailed study usually followed by the eventual 
counselling of insemination or adoption. 

In the whole of medicine there is probably 
no more fruitfield field for research. This 
should primarily centre on attempted estab- 
lishment of the basic underlying cause of the 
condition. It should also concern itself with 
two fundamental factors : 

i. A mechanism whereby sperms can be 
fractionated and thereafter quick-frozen and 
stored so that eventually multiple ejaculates 
may be pooled and used for auto-insemination. 

ii, A mechanism whereby sperm motility 
can be improved and maintained. 


OPSOMMING 


Die leemtes in ons huidige begrip van die oorsake 
van onvrugbaarheid by mans is opvallend groot, met 
die gevolg dat minimale terapie beskikbaar is. Be- 
lemmerende asodspermie met normale testes behoort 
in hernude vrugbaarheid omskep te word na 
chirurgie. Oligospermie, met voor die hand liggende 
klier- of konstitusionele afwykinge, kan na normaal 
terugkeer na 'n verbetering van die defekte wat ten 
grondslag daarvan lé. Hierdie tipe geval is egter 
’‘n seldsaamheid. In die meeste gevalle is geen 
definitiewe behandeling beskikbaar nie. Ook is daar 
geen moontlikheid van so ’n behandeling tot tyd 
en wyl middele ontwerp word om die oorsake van 
die defek vas te stel nie. Hormoonterapie is selde 
van waatde, en die empiriese gebruik daarvan be- 
hoort vermy te word. Wanbestuur van hierdie tipe 
bring net onnodig groot uitgawes vir die pasiént 
mee en is geneig om ‘n psigogeniese fiksering te 
produseer en te bestendig. Die huidige bestuur berus 
gewoonlik op ‘n gedetailleerde studie wat in die 
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reél opgevolg word deur die raad dat daar oorge- 
gaan moet word tot inseminasie of die aanneming 


- van ’n kind. 


Op die hele gebied van die geneeskunde is daar 
waarskynlik geen vrugbaarder grond vir navorsings- 
werk nie. Dit moet hoofsaaklik toegespits word op 
‘n poging om die basiese grondoorsaak van die 
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toestand vas te stel. Die moet ook wentel om twee 
fundamentele faktore: i. ’n Meganisme waardeur 
sperma opgebreek en daarna vinnig bevrore en weg- 
gebére kan word sodat veelvuldige uitstortings later 
bymekaargevoeg en vir selfinseminasie gebruik kan 
word; ii. 'n meganisme waardeur sperma-beweeglik- 
heid verbeter en in stand gehou kan word. 


ELECTROCARDIOGRAPHIC CASE BOOK 


CasE No. 3 
(Continued from p. 351) 


Physical Examination. The patient was a stout, 
cheerful woman propped up on 3 piilows. She 
admitted to being more comfortable when 
sleeping on several pillows. There was no 
evidence of congestive cardiac failure. The 
radial and femoral pulses were normal. The 
blood pressure was 220/130 mm. Hg. The 
apical impulse was thrusting in character and 
was situated in the fifth left interspace just 
beyond the mid-clavicular line. A presystolic 
gallop rhythm and a grade 2 blowing systolic 
murmur were heard over the mitral area. The 
second sound was markedly accentuated over 
the aortic area. Fundoscopic examination 
showed narrowed arteries, arterio-venous nick- 
ing and a few small, hard exudates. Urinalysis 
and renal function tests were normal. 

Clinical Diagnosis. Essential hypertension 


with grade 3 retinopathy and early left ventri- 
cular failure. 

Treatment. A combination of reserpine and 
a ganglion blocking agent produced a satis- 
factory drop in blood pressure and a corres- 
ponding improvement in symptoms. She was 
discharged on maintenance therapy after 3 
weeks in hospital. 

Electrocardtographic Interpretation. See Fig. 
3, annotated. 

1. The standardization is correct. 

Explanation. By convention the galvano- 
meter is standardized so that when a potential 
of 1 millivolt is introduced into the circuit, a 
deflection of 1 cm. (2 large vertical squares) 
will occur. 

2. The heart is horizontal in position. 

Explanation. Lead AVL (the left arm or 
shoulder lead) shows a qR or left ventricular 
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Fig. 3, Annotated. 
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complex, thus indicating that the left shoulder 
lead ‘faces’ the epicardial surface of the left 
ventricle due to the horizontal position of the 
heart. Lead AVF (the left leg or left hip 
lead) ‘faces’ the epicardial surface of the right 
ventricle and thus shows a right ventricular 
or rS complex. The diagnosis of the horizontal 
(or vertical) position of the heart should, how- 
ever, be based on the location of the qR and 
not the rS complex. 

The standard leads show left axis deviation, 
viz. a large R wave in lead 1 and a deep S 
wave in lead 3. This is a reflection of the 
horizontal heart position. 

3. This graph shows the features of anti- 
clockwise rotation. 

Explanation. Leads V1, V2 and V3 show 
rS or right ventricular complexes. Leads V5 
and V6 show gR or left ventricular complexes. 
This is due to the position of the interventri- 
cular septum, which lies nearly perpendicular 
to the anterior chest wall. As a result, the first 
few chest leads face the right ventricle and 
the last few chest leads face the left ventricle. 
Lead V3 shows a qRS complex and represents 
the transition zone between the left and right 
ventricles. 

4. There is left ventricular hypertrophy. 

Explanation. (a) The S wave in right ven- 
tricular complexes and the R wave in left 
ventricular complexes are reflections of left 
ventricular depolarization. Thus in cases of 
left ventricular hypertrophy, increased deflec- 
tions of these waves can be expected. When 
the R wave in lead V5 or V6 exceeds 25 mm., 
or the sum of the R waves in lead V5 and the 
S wave in leads V1 or V2 exceeds 35 mm., 
left ventricular hypertrophy may be suspected. 
In Fig. 3 the S wave in lead V2 is 38 mm. 
deep and the R wave in lead V5 is 40 mm. 
high. This (in the presence of correct stan- 
dardization) presents definite evidence of left 
ventricular hypertrophy. 

(6) The time of onset of the intrinsicoid 
deflection (ventricular activation time) is 
delayed. The intrinsicoid deflection is the 
downward deflection after the upstroke of the 
R wave has been recorded (i.e. the downstroke 
of the R wave). The time of onset of this 
deflection is measured from the beginning of 
the QRS complex to the time of the peak of 
the R wave and should normally not exceed 
0.05 second in qR complexes and 0.04 second 
in rS complexes. In lead V5 the ventricular 
activation time is 0.07 second and is further 
evidence of left ventricular hypertrophy and 
strain. 
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5. There is left ventricular strain. 

Explanation. The inverted T waves in leads 
facing the epicardial surface of the left ven- 
tricle, viz. V4, V5, V6 and AVL, are evidence 
of left ventricular strain. 

6. Left auricular hypertrophy may be pre- 
Sent, 

Explanation. This is suggested by the broad 
diphasic P wave in lead V1 and the broad 
notching of the P waves in leads V2, V3 and 
V4. The two peaks of the P wave in lead V4 
are more than 0.04 second (one small square) 
apart and the second peak is slightly higher 
than the first. The blunt wide P wave in 
standard lead 2 also suggests left auricular 
hypertrophy and resembles that seen in mitral 
stenosis (commonly known as P mitrale). 

7. Normal sinus rhythm is present. 

Explanation. All the P waves are followed 
by QRS complexes, as is well shown in lead 
V1 where two complexes are shown. 


REMARKS 


1. Increased or decreased voltage of all deflec- 
tions may occur with incorrect standardization. 


2. The electrocardiogram in cases of left 
ventricular hypertrophy usually shows the fea- 
tures of a horizontal heart position and anti- 
clockwise rotation. 

3. The Q wave in lead AVL is 0.04 second 
wide and is suspicious of an old anterior in- 
farct. The clinical history, however, does not 
confirm this. 

4. The possible presence of left auricular 
hypertrophy may be due to left ventricular 
stress, and is a not uncommon finding in any 
case of severe left ventricular strain. 


OPSOMMING 


1. Met verkeerde standaardisasie kan vermeerderde 
of verminderde stroomspanning van alle defleksies 
plaasvind. 

2. In gevalle van linker-ventrikulére hipertrofie 
toon die elektrokardiogram gewoonlik die kenmerke 
van 'n horisontale hartposisie en ’n linksom rond- 
draaiing. 

3. Die Q-golf in geleiding AVL is 0.04 van ’n 
sekonde breed, en wek die agterdog dat daar vroeér 
’n voorste infarkt was. Dit word egter nie deur 
die kliniese geskiedenis bevestig nie. 

4. Die moontlike aanwesigheid van _linker- 
auricula-hipertrofie kan te wyte wees aan linker- 
ventrikulére drukking—’n nogal taamlik gewone 
verskynsel in enige geval van ernstige linker- 


ventrikulére ooreising. 
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CALLOSAL AGENESIS 


SOME NEUROSURGICAL ASPECTS 


F. J. IRSIGLER, M.D. 
Neurosurgeon, Pretoria Hospital, Pretoria 


Congenital callosal defect is a conspicuously 
rare condition which in earlier times was found 
only incidentally at necropsy. Since the intro- 
duction of pneumencephalography the diag- 
nosis has become possible in the living subject 
and an increasing number of cases have been 
studied from various points of view. Two 
reports have been published from South Africa 
Segal? described autopsy specimens from the 
Department of Anatomy of the Witwaters- 
rand University. 

In the first case there was a complete 
absence of the corpus callosum with normal 
anterior and posterior commissures and an 
enlarged foramen of Monro, the latter ob- 
viously representing a persistent ‘entrance 
fissure’ of Gegenbaur. The second specimen 
was the brain of a new-born European hydro- 
cephalic infant, classified as an arhinence- 
phaly. In the third case (the brain of a 
European woman of 24 who died from puer- 
peral sepsis) there was not only an almost 
complete callosal defect but also a profound 
rhinencephalic malformation with incomplete 
separation of the two hemsipheres. 

In 1956 Fainsinger> reported on a typical 
case of callosal agenesis diagnosed by air 
encephalography. 

In this communication I submit another 
two cases of complete callosal defect in the 
second of which, unfortunately, certain details 
are lacking. The diagnosis in this case was 
made at operation. I append a few remarks, 
from the neurosurgeon’s standpoint, about 
the function of the corpus callosum. 


CASE 1 


Callosal agenesis in a man aged 31. The diagnosis 
was established by air encephalography. The patient 
was first referred to a psychiatrist. Clinical symp- 
toms were possibly initiated by an injury to his 
head 3 years ago. No convulsive seizures of any 
kind were present nor was there apparent mental 
deficiency. There were, however, some additional 
signs suggesting generalized dysraphism. No treat- 
ment was advised. p 
History. This 31-year-old man, a railway 
worker, had been referred by a general prac- 
titioner to a psychiatrist, who sent him to me 
because he was of neurological interest. 


When I saw him in May 1954, his com- 
plaints were as follows: 


There was some generalized headache, 
which caused him every now and then to 
take aspirins. Occasionally, on rising, he felt 
a bit dizzy. On lying supine he sometimes 
had the feeling as though objects were turn- 
ing around above his eyes. When walking a 
lot his legs were a bit sore; occasionally there 
was some burning sensation as well as ‘ pins 
and needles’ on the soles of both feet. This, 
however, did not prevent him from playing 
soccer and rugby. His left leg was shorter 
since birth, When teased by his friends he 
would easily get cross and his hands would 
then start trembling. 


He divorced his wife some months ago. 
His 3 children were between 3 and 8 years 
of age and in good health. There were no 
convulsive disorders of any kind, nor did he 
complain of failing vision or memory since 
he started work on the railways 9 years ago. 
His eyes had been tested recently and found 
normal. When asked what caused him to 
see a doctor he replied his mother insisted on 
this; he himself did not find it worth while 
having medical treatment. 

Three years ago he suffered a rather severe 
injury at work. On climbing up his engine 
he was caught by a passing train and thrown 
to the ground. He lost consciousness and 
was admitted to a district hospital. A lacera- 
tion above his right eye was stitched; he 
could recall only when the stitches were 
removed. He was rather confused for 
another 2 weeks, was sent home after 2 
months and returned to work within 4 weeks. 

Physical Examination. He was a well 
nourished person with a hardly visible scar 
above his right eyebrow. He was right- 
handed, his palms being calloused from heavy 
work. There was a pronounced thoracic 
kyphoscoliosis; the movements of the vertebral 
column were not restricted. His left leg was 
approximately 1 inch shorter than the right, 
and his pelvis accordingly tilted to the left. 
The left knee joint showed a striking back- 
ward curvature, a slight genu recurvatum being 
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apparent also on the right. There was no 
restriction of movements in his legs whatso- 
ever. 

Very few neurological signs were found. The 
fundi and visual fields to confrontation were 
normal. There were slight oscillatory move- 
ments of the eyes on lateral gaze; no diplopia. 
There was a slight asymmetry of his face, sug- 
gesting facial weakness on the right. The 
pupils reacted normally to light and on con- 
vergence; the corneal reflexes were normal. The 
cranial nerves were otherwise normal. The 
limbs showed muscle tone and power about 


equal on both sides. There was no wasting 
or weakness of the left leg, the circumference 
of the calves was 134 inches on either side. 
The deep reflexes were active and equal, the 
abdominal and plantar reflexes being normal. 
There was no sensation impairment whatso- 
ever. No cerebellar signs were present. 

The cardiovascular system exibited nothing 
abnormal, his blood pressure being 140/95 
mm. Hg. 
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Unfortunately no elaborate study of his 
mentality and personality had been made by 
the referring psychiatrist. I was unable to dis- 
close an amnestic-confabulatory syndrome. It 
was impossible to obtain details about his hos- 
pital treatment after the head injury afore- 
mentioned. 

On 24 May 1954 an air encephalogram by 
the cisternal route was done. The fluid was 
clear and colourless. After about 10 cc. of 
fluid were taken off, air entered through the 
puncture needle. Approximately 35 c.c. of 
cerebrospinal fluid were replaced by about 20 


Fig. 1. Air Encephalogram in a Case of Callosal 
Agenesis. Sagittal view, supine position. Note 
the wide separation and bicornuate appearance 
of the anterior horns; dilatation and dorsal ex- 
tension of the third ventricle; slight enlarge- 
ment of both temporal horns. The sulcus callo- 
sus and the subarachnoid sulci are not visualized 
by the air. (Note also absence of asymmetry 
of the vault of the skull). 
Fig. 2. Air Encephalogram. Sagittal view in a 
sitting position. Separation and hydrocephalic 
enlargement of posterior horns. Their 
mesial borders are somewhat indented. The 
posterior portion of the enlarged third ventricle 
extends dorsally. 
Fig. 3. Air Encephalogram. Lateral view in a 
sitting position. Note the fluid levels in the 
dilated posterior horns as well as in the third 
ventricle. There is a small filling defect in the 
anterior portion of the third ventricle, corres- 
ponding probably to the massa intermedia. 
Note the corset-shaped attenuation of the cella 
media and the anterior horns of both lateral 
ventricles, caused apparently by the invagination 
of the mesial wails of the hemispheres as well 
as by the dorsal elongation of the third ventricle. 


c.c. of air. There were no untoward symptoms 
except for some headache. 

In the cisternal fluid 17 mg. per 100 c.c. of 
protein and 2 red cells per c.mm. were found 
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by Dr. T. Dunston, Pretoria. Three days after- 
wards the patient was discharged from the 
hospital feeling well in every respect. 

Attempts to obtain some information about 
his present whereabouts were unsuccessful. 

Interpretation of the Pneumencephalogram 
(Figs. 1-3). The lateral ventricles were about 
symmetrical in shape and greatly enlarged in 
their posterior extremities, and here revealing 
a distinct fluid level on either side. They were 
widely separated by a dense, centrally placed 
wedge-shaped shadow measuring (at a tube- 
plate distance of 100 cm.) 3.5-4 cm. at the 
level of the caudate nuclei, and about 5 cm. 
at the level of the trigona. The anterior horns 
had a striking bat-wing appearance,* their 
mesial borders being concave and approxi- 
mately 5 cm. apart. 

Perhaps still more striking was the appear- 
ance of the third ventricle. It presented a 
corset-shaped outline and was vertically placed 
in the mid-sagittal plane and definitely en- 
larged, more so in its upper portion. In the 
sagittal as well as in the lateral views it rose 
to a level approximately 1-1.5 cm. higher than 
normal between the two lateral ventricles. This 
was the case anteriorly as well as posteriorly, 
ie. between the trigona and posterior horns. 
This dorsal extension of the third ventricle 
was triangular in shape and somewhat pointed, 
but did not give the impression of an imprint 
caused by the sharp edge of the falx, as des- 
cribed by Hyndman and Penfield.'© There was 
a slight enlargement of both temporal horns. 
The callosal sulcus and the subarachnoid path- 
ways did not show up nor was the fourth 
ventricle distinctly visualized. There was some 
air in the pontine cistern. 

General Comment on Case 1: Diagnosis. 
All the pathognomonic features on the air en- 
cephalogram identifying the condition of 
callosal agenesis were present in this case, viz. 
wide separation of the lateral ventricles; bi- 
cornuate, concave appearance of the mesial 
borders of the lateral ventricles, and dilatation 
and dorsal extension of the third ventricle. 

Associated findings such as absence of the 
callosal sulcus and radial arrangement of the 
sulci on the mesial surface of the hemispheres 
were not ascertained in this case because of 
lack.of filling of the subarachnoid spaces and 
cisterna corporis callosi with air. 

Agenesis of the corpus callosum is a very 
rare condition indeed. Even with air studies, 


* Dr. G. Friedland, radiologist in Pretoria, com- 
mented on the anterior horns aptly: ‘ They look 
like devil’s ears ’. : 
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now generally in use, the callosal defect 
remains an infrequent finding. Davidoff and 
Dyke!’ encountered only 3 cases among 1,100 
pneumencephalograms. In 1946 Echternacht and 
Campbell!® found only 18 cases diagnosed by 
air so far reported in the literature, and added 
2 cases of their own. In 1953 Carpenter and 
Druckemiller! collected from the literature 43 
cases which were diagnosed by air studies dur- 
ing life: these authors completed their review 
with 2 additional cases under their observation. 
The case described recently by Fainsinger,* 
therefore, actually is not likely to be the 22nd 
case as this author believes. 

Without air studies giving conclusive 
evidence of the condition, the diagnosis is 
almost impossible. Neurological findings may 
be absent or insignificant. Even at present, 
despite air studies in common use, a callosal 
defect may be found incidentally at necropsy. 
In most cases, however, careful examination 
as well as the case history disclose symptoms 
and signs which routinely should lead to air 
studies. Carpenter and Druckemiller,' in their 
comprehensive study, found but 14 cases among 
43 in which neurological findings were within 
normal limits. The most frequent findings 
included epileptic seizures of a generalized or 
jacksonian type, some degree of mental and 
physical retardation, and hemiparesis (hemi- 
atrophy) with spasticity. None of these was 
present in our case. Instead, there was a 
facial weakness on one side, thoracic kypho- 
scoliosis and distinct shortening of the left 
lower limb, the cause of which may have been 
a congenital deformity of the corresponding 
hip joint. Additional signs of the dysraphic 
type were not disclosed, however (and not 
especially sought for). 

With regard to abnormalities of the limbs 
the following are on record: bilateral genu 
valgum and pes planus, bilateral pes cavus, 
clubbed feet associated with ocular hyper- 
telorism, and haemangioma of the scalp. 

It is interesting to note that possibly the 
patient’s symptoms were accentuated or even 
brought to light by a head injury he suffered 
some years ago and of which details are lack- 
ing. I am not inclined, however, to assume 
that the pronounced hydrocephalus internus of 
the posterior portions of both lateral ventricles 
is due to this injury; it is far more probable 
that this ventricular enlargement is an asso- 
ciated lesion of the callosal defect, this view 
being supported by cases reported in the litera- 
ture. 

Differential Diagnosis. Since we are dealing 
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here with a lesion of long-standing character 
frequently associated with some kind of seizure 
and lack of increased intracranial pressure, an 
angiomatous malformation of the brain has to 
be considered seriously in the differential diag- 
nosis. Furthermore, the air pictures may be 
interpreted in terms of a space-occupying 
lesion close to the mid-line, although in the 
latter instance the conspicuous bicornuate 
appearance of the lateral ventricles and the 
dorsal extension of the third ventricle should 
it make possible to rule out a mid-line cyst, 
e.g. a cyst of the cavum septi pellucidi or 
cavum vergae as well as a tumour. of the 
corpus callosum itself. 

A lipoma of the corpus callosum (the only 
lipoma of intracranial location known) may be 
associated with partial or complete callosal 
defect. The same holds for some mid-line 
angiomata and fibromata. The latter two may 
be very small indeed, and symptomless from 
a clinical point of view, i.e. lacking a true 
neoplastic character. They are rather of a 
hamartomatous type.* The so-called butterfly- 
gliomata, gliomata of the septum pellucidum, 
and the symmetrical intraventricular gliomata 
around the foramen of Monro, as well as the 
deep-seated meningiomata of the falx, may be 
identified by their characteristic features on the 
ventriculogram, in addition to their clinical 
picture. The oligodendrogliomata of this 
region are likely to give rise to a cerebral 
vascular accident with fatal outcome subse- 
quent to ventriculography or angiography, as 
recently pointed out by Ziilch.'> 

One diagnostic feature must be stressed, viz. 
intracranial hypotension associated with a 
glioma of the septum pellucidum. The follow- 
ing case is an example of this: 

A girl aged 19 was admitted to the Neurosurgical 
Clinic in Berlin in a state of apathy, drowsiness 
and incontinence. Her neck was stiff and the 
muscle tone in both arms was found increased. 
There were, however, no extensor (tonic) fits. The 
lumbar fluid was xanthochromic. Ventriculography 
revealed a gross internal hydrocephalus. Signs of 
increased intracranial pressure were completely and 
permanently absent. The ventricular fluid was 
yellowish. X-rays after air replacement showed a 
filling defect in the region of the septum pellucidum, 
probably involving the basal ganglia as well. In 
addition there was a large fluid level in the subdural 
space, suggesting a marked degree of ventricular 
collapse. 

No operation was advised. Autopsy revealed an 
infiltrating tumour of the anterior portion of the 
corpus callosum and the septum pellucidum. The 
neoplasm had extended as far as the fourth ventricle. 


CASE 2 
I recollect another case of callosal agenesis 
seen in 1942 at the Neurosurgical Clinic of 
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the Charité in Berlin. Unfortunately details 
are no longer at my disposal, the records having 
been destroyed during the war. 

A middle-aged man was admitted because 
of somewhat vague complaints and behavioral 
abnormalities suggesting psychiatric investiga- 
tion. Neurologically no localizing signs could 
be found. On the air encephalogram and the 
angiogram the condition was not recognized 
at that time. We were led to the conclusion 
of some mid-line anomaly. On operative ex- 
posure (Prof. W. Ténnis) absence of the corpus 
callosum was confirmed. 


FUNCTION OF THE CORPUS CALLOSUM 


Various suggestions and speculations have been 
brought forward since Liepmann’s original con- 
cept’ of an ideomotor type of apraxia resulting 
from interruption of commissural pathways 
within the corpus callosum, and involving 
mainly the left upper limb in righ-handed 
persons. This view has gained some support 
from Critchley’s investigations? into the syn- 
dromes of the anterior cerebral artery. 

Neurosurgical experiences, however, do not 
favour the existence of a so-called ‘callosal 
syndrome’ as a nosological entity. Dandy,‘ 
Ténnis!! and many other neurosurgeons have 
repeatedly carried out section of the corpus 
callosum or various parts of it, and there is 
now general agreement that this procedure 
does not entail any neurological deficit pro- 
vided neighbouring structures such as the 
anterior cerebral arteries, the internal capsule 
and the anterior limbic area are carefully 
spared. 

In recent years, Nielsen? concluded from 
cases on record and from post-mortem findings 
of his own that the ‘corpus callosum syn- 
drome’ has to be correlated closely with lesions 
of this structure undermining or cutting off 
the anterior cingulate area. Such patients may 
exhibit a characteristic clinical picture of 
akinesia associated with mutism, a state of 
e :treme inertia with open eyes and a striking 
lack of an urge to move and to talk. 

There is, however, little support to this view 
from neurosurgical experiences. First of all, 
operative cingulectomy in Man does not pro- 
duce the clinical picture of akinetic mutism 
such as described above, but rather some kind 
of personality changes that can be disclosed 
only on detailed examination.® !3 Furthermore, 
cases of akinetic mutism have been described 
which undoubtedly are of hypothalamic 
origin.?: 
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Hess!® describes a state of general atonia 
with open eyes due to lack of volition induced 
by experimental stimulation of the diencepha- 
lon. It seems to be closely related to so- 
called akinetic mutism in man. 

At the General Hospital in Pretoria we 
recently saw a man of 31, with a ruptured 
aneurysm of the anterior communicating artery 
at the point of its emergence from the left 
anterior cerebral (Fig. 4). The patient was 
admitted in a state of akinetic mutism 
resembling in many respects the cases recorded 
in the literature. 


Fig. 4. Left Carotid Angiogram. Lateral view. 
Male, aged 31. A saccular aneurysm of the 
anterior communicating artery. On admission, 
this patient was in a state of akinetic mutism, 
following the second subarachnoid bleed. The 
aneurysm was surrounded by a clot extending 
into the genu corporis cal!csi which had to be 
divided completely at operation. There were no 
signs of apraxia; only very slight weakness with 
increased deep reflexes in the left arm. 


At operation, which necessitated complete 
section of the anterior portion of the corpus 
callosum (an approach first described and per- 
formed by Toénnis!? in 1936 in a similar case) 
a clot the size of a dove’s egg and extending 
into the genu corporis callosi, was found and 
removed from the subcallosal space. The 
aneurysm was wrapped with muscle. 

After operation the patient recovered slowly 
but completely. At no time during the whole 
course of his illness were any signs of apraxia 
or apractognosia present (Fig. 5). 


SUMMARY 


Two cases of callosal agenesis diagnosed dur- 
ing life are presented. 
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Fig. 5. Handwriting of a patient, aged 31, with 
an aneufysm of the anterior communicating 
artery which had ruptured into the sub-callosal 
space and the genu corporis callosi. Operative 
sectioning of the anterior portion of the corpus 
callosum. Recovery. 

The man was right-handed. 

Above: Writing with the left hand on the 18th 
post-operative day. 

Middle: Writing with the right hand on the 
18th post-operative day. 

Below: Writing with the right hand, 17 months 
after operation. 


In the first case the diagnosis was estab- 
lished by cisternal air encephalography; in the 
second at operation. 

In addition, some aspects as to the function 
of the corpus callosum from the neurosurgeon’s 
point of view are briefly mentioned. They 
can be summarized as follows: 

1. There are no sequelae to partial or com- 
plete section of the corpus callosum itself. 

2. Akinetic mutism may follow rupture of 
an aneurysm of the anterior communicating 
artery. It does not seem warranted to classify 
this characteristic clinical picture simply as a 
syndrome of the corpus callosum or the 
anterior cingulate area. 


OPSOMMING 


Twee gevalle van balkagenesie wat tydens die leef- 
tyd van die pasiénte gediagnoszer is, word bespreek. 
In die eerste geval is die diagnose bevestig deur 
middel van _ cisterna-lug-encephalografie; in die 
tweede tydens 'n operasie. 
Daarbenewens word sommige aspekte van die 
funksie van die balk uit die neurochirurg se stand- 
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punt kortliks aangeraak. Hulle kan soos volg saam- 
gevat word: 

1. Die gedeeltelike of algehele deursnyding van 
die balk self het geen gevolge nie. 

2. Spierverswakkende mutisme kan bes moontlik 
op 'n verbreking van ’n aneurisma van die voorste 
verbindingslagaar volg. Daar skyn geen regver- 
diging te wees vir die klassifikasie van hierdie ken- 
sketsende kliniese prentjie eenvoudig as ’n sindroom 
van die balk of van die voor-cingulum-streek nie. 
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NOTES AND NEWS - BERIGTE 


Prof. J. Gillman, Head of the Department of Physi- 
ology at the University of the Witwatersrand, has 
been elected an Honorary Member of the Inter- 
national Society of Gastroenterology. This honour 
has been conferred on him for work in the field of 
international gastroenterology. 

Professor Gillman’s nomination was sponsored by 
Prof. George Eusterman (of the Mayo Clinic) and 
Prof. Rudolf Schindler (of the University of Los 
Angeles). 

Professor Gillman has also been appointed Vice- 
President of the Section on Tropical Physiology of 
the International Congress on Tropical Diseases to be 
held in Lisbon next year. He has also been appointed 
a member of the WHO Study Group on preventive 
aspects of medicine in the teaching of physiology in 
the medical curriculum. 


Mr. J.-J. Brossy (Jnr.), F.R.C.S., who has recently 
returned from England and America, has begun 
practice as a specialist surgeon at 113 Lister Build- 
ings, Jeppe Street, Johannesburg. (Telephone: 
Rooms: 22-4200; and at Admiral’s Court, Rosebank, 
Johannesburg: Telephone: 42-4486). 


IMPORTANT TO THE MEDICAL PROFESSION 


Rosebank property with Nursing Home Rights con- 
verted title. Over an acre, best possible position for 
consulting rooms or nursing home. Existing large 
home of 6 large rooms, 2 bathrooms, etc. and 
numerous outbuildings. Very reasonably priced for 
urgent sale. Telephone: 41-3534, P.O. Box 8276, 
Johannesburg. 

{ Advertisement. } 


PREPARATE EN TOESTELLE 


FURADANTIN—N BREE-SPEKTRUM-NITROFURAAN 
VIR URINBRE INFEKSIES 


SKF Laboratories (Pty.) Ltd. kondig aan dat hulle 
Furadantin, 'n nitrofuraan wat besonder suksesvol by 
die behandeling van hardnekkige urinére infeksies 
is, vervaardig en versprei. Furadantin (nitro- 
furaantoien) is doeltreffend vir die bestryding van 
die merendeel van die urinére patogene, insluitende 
Proteus- en sommige Pseudomonas-infeksies wat 
berug is vir hul weerstand teen die antibiotica en 
die sulfonamiede. Dit is waarlik breé-spektrum in 
sy antibakteriese effek, maar dit belemmer nie die 
verdere behandeling van die pasiént met antibiotica 
of sulfonamiede nie, want dit is nie verwant aan 
hulle nie. Kruisweerstand is onbekend. 

Die terapeutiese effek is vinnig—doeltreffende 
konsentrasies is teenwoordig binne 30 minute vanaf 


opneming, en die meeste 
pasiénte is asimptomaties en 
die urine vry van etterselle 
binne 3 dae, terwyl die urine 
gewoonlik binne ‘n wee 
steriel is. 

Furadantin kan met veilig- 
heid voorgeskryf word, en is 
nuttig vir die behandeling 
van kinders en  swanger 
vrouens. Aangesien hierdie 
middel besonder maklik op- 
losbaar is in menslike urine 
en opgelos bly selfs waar die 
pH tot 5 daal, is daar feitlik 
geen gevaar van kristallurie 
nie. 

Die bykomstige effekte is 
nie ernstig nie, en die mislik- 
heid wat af en toe voorkom, 
kan gekontroleer word deur 
die tablette saam met maaltye 
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te neem. Die gewone dosis vir volwassenes is 2 
tablette g.i.d., met maaltye en met slapenstyd. 
Furadantin is verkrygbaar is houers van 25 tab- 
lette. Iedere tablet bevat 50 mg. nitrofuraantoien. 
Nadere Besonderhede en Monsters is Verkrygbaar 
van: SKF Laboratories (Pty.) Ltd., Posbus 784, Port 
Elizabeth. 


HyYDROCORTISYL-VELSPUITMIDDEL (ROUSSEL) 


Wanneer groot veloppervlaktes met hidrokortisoon 
behandel moet word, en selfs wanneer die mees 
vloeibare en maklik aanwendbare middel gebruik 
word, bring die aanwending van die middel per hand 
nog altyd sekere nadele mee, bv. wrywing, infeksie, 
pyn of prikkeling, die gebruik van te groot hoeveel- 
hede van die produk, onegalige aanwending, ver- 
kwisting indien ’n depper gebruik word, die ekstra 
tyd wat nodig is, ens. 

Voordele: Hierdie spuitmiddel maak dit heelte- 
mal onnodig om die middel met die vingers aan te 
wend; dit is asepties (geen 
aanraking met die hand nie); 
geen wrywing (geen pyn of 
prikkeling nie); maksimum- 
verspreiding (egalige aan- 
wending); verdamp  dadelik 
(onmiddellike verkoeling); dit 
werk vinnig; minimale hoe- 
veelhede word gebruik; dit 
kan vinnig aangewend word; 
daar is geen morsige oorblyf- 
sel nie: en dit bied fisiese en 
geestelike verligting. 

Die voordele van Hydro- 
Cortisyl-velspuitmiddel kom 
selfs duideliker na vore wan- 
neer uitgebreide ontstekings- 
letsels behandel moet word. 

Indikasies: Essensieel vir 
uitgebreide letsels. Die indi- 
kasies is dieselfde as dié vir 
die plaaslike gebruik van hidrokortisoon—bv. alge- 
mene ekseem, allergiese velkwale; kroniese huidont- 
steking en ekseemagtige kontakhuidontsteking. 

Kontra-indikasies: Brandwonde wat van _blase 
vergesel gaan, herpes simplex. 

Aanwendingsmetode: Hou die bottel ongeveer 
12-18” van die aangestaste deel af, en bespuit die 
letsel vlugtig. Beweeg die bottel voordat u weer 
spuit sodat die aangetaste oppervlakte bedek word 
sonder om dieselfde plek twee maal te bespuit. 

Waarskuwing: Bére teen kamer-temperatuur, en 
weg van die lig af. Moet dit nie naby 'n ver- 
warmer plaas nie. 

Die oé: Groot sorg moet gedra word dat hierdie 
produk nie in die 0€ te lande kom nie. Moet dus 
nie letsels van die gesig behandel tensy die o€ vol- 
kome beskerm is nie. 

Verpakking: Spuitbottels bevattende 100 ml. van 
‘n 0.5%-oplossing van hidrokortisoon, onder druk. 

Fabrikante: Roussel Laboratories Ltd., Harrow- 
weg 847, Londen, N.W.10. 


SPARINE (PROMASIEN-HIDROCHLORIED) 


VIR AKUTE OPGEWONDENHEID EN PSIGIATRIESE 
REHABILITASIE 


Wyeth Laboratories (Pty.) Limited kondig aan die 
beskikbaarstelling van 'n nuwe, kragtige kalmerings- 
middel, Sparine, wat akuut opgewonde geestesver- 
steurde pasiénte, alkoholiste en persone wat aan 
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gewoontevormende verdowingsmiddels verslaaf is, 
kontroleer en hul fisiese en psigiatriese rehabilitasic 
vergemaklik. 

Sparine kalmeer sonder om neerslagtigheid te 
veroorsaak. Min of glad geen daling van die bloed- 
druk vind plaas nie. Geen 
vasomotoriese induiestorting 
is waargeneem nie, en die 
middel veroorsaak ook nie 
hartversnelling nie. Daar is 
geen bewyse van onverdraag- 
saamheid as dit binnespiers 
of binne-aars ingespuit word 
nie, geen pyn as dit ingespuit 
word en geen weefselver- 
nietiging by die plek van in- 
spuiting nie. Die geelsug en 
agranulasitose wat deur som- 
mige middels van _ hierdie 
aard veroorsaak word, is tot 
dusver nie waargeneem nie. 

Sparine kontroleer die 
simptome van senuwee-opge- 
wondenheid op doeltref- 
fende manier, en kalmeer die akuut verontruste 
pasiént. Dit word aangedui vir 'n verskeidenheid 
van akute geestesversteurings, insluitende delirium 
tremens, akute hallusinose, akute bewerigheid en 
dronkenskap, sowel as die opgewondenheid wat 
voortspruit uit verskillende psigoses en die onttrek- 
kingsimptome by verslaafdes aan verdowingsmiddels. 

Pasiénte wat aan delirium tremens ly, reageer op 
’n dramatiese wyse op Sparine. Hulle word kalmer, 
rasioneel en in die meeste gevalle raak hulle nor- 
maalweg aan die slaap na ’n enkele binne-aarse 
dosis. Dergelike reaksies word verkry in gevalle 
van akute hallusinose, akute bewerigheid of dronken- 
skap. As die akute fase eenmaal gekontroleer is met 
behulp van binne-aarse terapie, kan die pasiénte 
met mondelinge of binnespierse Sparine behandel 
word totdat hulle uit die hospitaal ontslaan word. 

In die geval van die akuut versteurde psigotiese 
pasiént laat die middel hom aan die slaap raak, en 
uit hierdie slaap kan hy maklik gewek word. Met 
instandhoudingsterapie bly die pasiént kalm, stil en 
bereid om saam te werk. Hy is in staat om in sy 
persoonlike behoeftes te voorsien en met die sleur- 
werkies in die saal of kamer te help. Hallusinasies 
word of heeltemal verban Of minder vreesaanjaend. 

Sparine verminder die onttrekkingsimptome by 
persone wat aan verdowingsmiddels verslaaf is, en 
maak hierdie simptome makliker verdraagbaar. Dit 
neem nie die plek van die verdowingsmiddel in nie, 
maar kontroleer die mislikheid en braking. Dit 
maak die spierpyne, die krampe in die maag en die 
algemene gevoel van ongesteldheid meer draagbaar. 

Dosis: Die hoeveelheid en die roete vir toe- 
diening (mondeling, binnespiers en binne-aars) hang 
af van die mate van opgewondenheid en die reaksie. 

Voorsorgsmaatreéls en Bykomstige Effekte: Soos 
in die geval van enige nuwe en kragtige middel 
moet die moontlikheid van verskillende bykomstige 
effekte in gedagte gehou word. Vir ’n volledige 
bespreking, raadpleeg die gebruiksaanwysingsbrief 
wat op aanvraag gepos word. 

Sparine is verkrygbaar in tabletvorm (25 en 100 
mg., bottels van 50), en vir inspuiting (50 mg. per 
k.s., flessies van 10 k.s.). 

Nadere Inligting van: Wyeth Laboratories (Pty.) 
Ltd., Posbus 844, Oos-Londen. 
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SONERGAN (MAYBAKER) 
Sonergan is 'n samestelling van prometasien en buto- 


barbitoon. Iedere tablet bevat 75 mg. butobarbitoon 
(Soneryl) en 15 “mg. prometasienhidrochloried 
(Phenergan). 


Butobarbitoon word reeds baie jare lank met 
welslae as 'n kalmerings- en slaapmiddel gebruik in 
gevalle van minder erns- 
tige senuweetoestande en 
ligte slaaploosheid. Pro- 
metasien word op ‘n 
groot skaal as ’n krag- 
tige antihistamien en 
brakingsbestrydingsmid- 
del gebruik. Die sentrale 
kalmeringseffek daarvan 
(gekenmerk deur slape- 
righeid, ‘n_ verligting 
van geestesspanning en 
verhoging van die 
effek van slaapmiddels) 
word op 'n steeds groter 
skaal aangewend. 

Die vereniging van 
hierdie twee  doeltref- 
fende en klinies waarde- 
volle preparate in Soner- 
gan bied die geneesheer 
dus 'n doelmatige en aangename kalmeringsmiddel 
met 'n kleiner dosis butobarbitoon as wat andersins 
nodig sou wees. Boonop is daar verligting van 
besorgdheid en geestesspanning. 

Sonergan is veral waardevol by die voor- en na- 
cgenueahandcting van pasiénte weens die aansien- 
like brakingsbestrydingseienskappe van die prometa- 
sren. 

Sonergan wotd aangedui: 

(a) Vir algemene gebruik met slapenstyd in 
gevalle van slaaploosheid (een of twee tablette, soos 
benodig); 

(4) Vir spesiale gebruik by die voor-operasie- 
behandeling van pasiénte (een of meer tablette); 

(c) Vir na-operasie-kalmering (een of twee tab- 
lette saans en soggens). 

Sonergan word aangebied in die vorm van ver- 
suikerde tablette in houers van 50 en 500. 

Nadere Inligting van: Maybaker (S.A.) (Pty.) 
Ltd., Posbus 1130, Port Elizabeth. 


BELLADENAL RETARD-TABLETTE 
(SANDOZ BEPERK, BASEL) 


ledere Belladenal Retard-tablet bevat 0.25 mg. Bella- 
foline (totale linksdraaiende belladonna-alkaloiede 
met ’n krampwerende en anti-cholinergiese effek 
gelykstaande aan dié van 27 minim tinktuurbella- 
donna) en 50 mg. (3-grein) fenobarbitoon. 

Die spesiale kenmerk van Belladenal Retard- 
tablette is dat die aktiewe bestanddele nie almal 
gelyktydig vrygestel word nie, maar wel oor 'n tyd- 
perk van 6 uur. Een-derde (die wit deel) tree on- 
middelik in werking; die groen deeltjies oefen hul 
effek uit ongeveer 3 uur na opneming, en die oor- 


MEDICAL PROCEEDINGS + MEDIESE ByDRAES 


20 Julie 1957 


blywende derde (die oranjekleurige deeltjies) tree in 
werking na verstryking van ongeveer 6 uur. Die 
toediening van een Belladenal Retard-tablet het dus 
dieselfde effek as die toediening van 9 minim tink- 
tuurbelladonna en 4-gr. fenobarbitoon by tussen- 
pose van 3 uur, en het ’n doeltreffende kramp- 
werende en anti-cholinergiese effek oor ’n tydperk 


van sowat 9-10 uu. Dit is veral van waarde by 
die toediening van dosisse in die aand, want dit het 
dan ’n doeltreffende anti-cholinergiese effek dwars- 
deur die nag. 

Die Bellafoline in Belladenal Retard-tablette 
bestaan uit die volledige alkaloiede van belladonna- 
blare. In teenstelling met atropien wat ’n rase- 
miese mengsel van I-hiossiamien met die onak- 
tiewe regsdraaiende isomeer is, bevat Bellafoline 
slegs die linksdraaiende vorms. Gevolglik is dit 
byna twee keer aktiewer as atropien, en stel die 
geneesheer in staat om dieselfde effek met naasten- 
by die helfte van die dosis te verkry. 

In Belladenal Retard-tablette word die kragtige 
effek van die Bellafoline versterk deur die effek van 
die fenobarbitoon op die outonomiese sentrums in 
die breinstam. Die onderlinge sinergisme tussen die 
twee bestanddele verseker dat 'n sterk krampwerende 
en kalmerende eftek met betreklik klein dosisse 
verkry word. 

Die indikasies vir Belladenal Retard-tablette is: 
krampe in die spysverterings- en urinekanaal; peptiese 
swere; dismenorree; emosionele spanning; enurese 
gedurende die nag, en alle toestande waar ’n anti- 
cholinergiese effek verlang word. 

Aanbieding: Bottels van 20 en 100 Belladenal 
Retard-tablette. 

Alleenverspreiders: Alex. Lipworth, Beperk, Pos- 
bus 4461, Johannesburg; Posbus 1988, Durban; 
Posbus 4838, Kaapstad. 

Monsters en Leesstof Verkrygbaar van: Alex. 
Lipworth Beperk, Sandoz Pharmaceutical Departe- 
ment, Posbus 4461, Johannesburg. 


PREPARATIONS AND APPLIANCES 


FURADANTIN—A BROAD SPECTRUM NITROFURAN 
FOR URINARY INFECTIONS 


SKF Laboratories (Pty.) Ltd. announce that they are 
manufacturing and distributing Furadantin—a nitro- 


furan that is proving most successful in the treat- 
ment of refractory urinary infections. Furadantin 


(nitrofurantoin) is effective against the majority of 
and some 
notoriously 


urinary pathogens including Proteus 
Pseudomonas infections, which are 
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resistant to antibiotics and the sulphonamides. It 
is truly broad-spectrum in its antibacterial action, 
et it does not hinder future medication with anti- 
iotics or sulphonamides since it is unrelated to 
them. Cross resistance is unknown. 

Therapeutic action is rapid—effective concentra- 
tions are present within 30 minutes of ingestion and 

: most patients are asympto- 
matic and the urine free 
from pus cells within 3 days, 
while the urine is usually 
sterile in one week. 

Furadantin is to 
prescribe and can be useful 
in the treatment of children 
and pregnant women. As this 
drug is highly soluble in 
human urine, and remains in 
solution even if the pH is 
lowered to 5, there is vir- 
tually no risk from crystal- 
luria. 

Side effects are mild and 
the occasional case of nausea 
can be controlled by taking 
the tablets with a meal. The 
usual adult dose is 2 tab- 
lets g.t.d. at mealtimes and 
on retiring. 

Furadantin is available in containers of 25 tablets, 
each tablet containing 50 mg. nitrofurantoin. 

Further details and samples may be obtained from 
SKF Laboratories (Pty.) Ltd., P.O. Box 784, Port 
Elizabeth. 


HyprROCorRTISYL SKIN SPRAY (ROUSSEL) 


When large areas of skin have to be covered with 
hydrocortisone, and even when the most fluid and 
easy-to-spread lotion is used, some disadvantages exist 
which are inherent in application by hand, e.g. 
friction, infection, pain or irritation, use of excess 
of product, uneven application, waste if a swab is 
used, the extra time consumed, etc. 

Advantages: This spray eliminates finger applica- 
tion; it is aseptic; ‘no-touch’: no friction (no pain 
or irritation); maximal 
spreading (uniform distribu- 
tion); evaporates at once 
(immediate cooling); rapidity 
of action; minimal amount 
required; tapidity of applica- 
tion; no messy residue; 
physical and: mental relief. 

The advantages of Hydro- 
Cortisyl Skin Spray are even 
more appreciated when treat- 
ing extensive inflammatory 
lesions. 

Indications: Essentially for 
extensive lesions. The indi- 
cations are those of topical 
hydrocortisone—e.g. general- 
ized eczema, cutaneous aller- 
gic disorders, chronic derma- 
titis and contact eczematous 
dermatitis. 

Contra-Indications : 
with blistering, herpes simplex. 

Mode of Application: Hold the bottle about 
12-18” from the affected part and spray momentarily 
on to the lesion. Move the bottle before spraying 
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again, so as to cover the desired area without spray- 
ing twice on the same place. 

Warning: Store at room temperature away from 
light, and do not place near a radiator. 

The Eyes: Great care should be taken not to 
spray the product into the eyes. Thus lesions on 
the face should be avoided unless the eyes are 
completely protected. 

Packing: Spray bottle containing 100 ml. pres- 
surized 0.5% solution of hydrocortisone. 

Manufacturers: Roussel Laboratories Ltd., 847 
Harrow Road, London, N.W.10. 


SPARINE (PRONAZINE HYDROCHLORIDE) 


FOR ACUTE AGITATION AND PSYCHIATRIC 
REHABILITATION 


Wyeth Laboratories (Pty.) Limited announce the 
introduction of a new potent tranquillizing drug 
(Sparine), which controls acutely agitated mental 
patients, alcoholics and drug addicts and facilitates 
their physical and psychiatric rehabilitation. 

Sparine calms without depression. Little or no 
fall in the blood pressure has been observed. Vasw- 
motor collapse has not 
occurred, nor has the drug 
produced tachycardia. There 
is no evidence of intolerance 
to intramuscular or intra- 
venous administration, no 
pain on injection and no 
tissue destruction at the site 
of the injection. Jaundice and 
agranulocytosis attributable to 
some drugs in this field have 
not so far been observed. 

Sparine controls effectively 
symptoms of nervous excita- 
tion and calms the acutely 
agitated patient. It is indi- 
cated for a variety of acute 
mental disturbances, includ- 
ing delirium tremens, acute 
hallucinosis, acute tremulousness and inebriation, as 
well as agitation due to various psychoses and with- 
drawal symptoms of drug addiction. 

Patients in delirium tremens respond dramatically 
to Sparine. They become more calm, rational and 
in most instances sleep normally, following a single 
intravenous dose. Similar responses are obtained 
in acute hallucinosis, acute tremulousness or inebria- 
tion. Once the acute phase is controlled by intra- 
venous therapy, the patients can be maintained on 
oral or intramuscular Sparine until their discharge 
from the hospital. 

In the acutely disturbed psychotics the drug pro- 
duces sleep, from which the patient can be easily 
aroused. On maintenance therapy the patients 
remain calm, quiet and co-operative, able to care 
for their personal needs and help in chores about 
the ward or room. Hallucinations are either 
abolished or become less frightening. 

Sparine reduces and makes more tolerable the 
withdrawal symptoms of drug addiction. It does 
not substitute for the narcotic but controls the nausea 
and retching. It makes the muscle pains, abdominal 
cramps and general malaise more bearable. 

Dosage: The amount and route of administration 
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(orally, intramusculariy and intravenously) are 
governed by the degree of excitation and response. 

Precautions and Side Effects: As with any new 
potent agent the possibility of various side effects 
must be considered. For a full discussion, consult 
the direction circular, available upon request. 

Sparine is available as Tablets (25 and 100 mg., 
bottles of 50’s) and for injection (50 mg. per c.c., 
vials of 10 c.c.). 

Further Information from: Wyeth Laboratories 
(Pty.) Ltd., P.O. Box 844, East London. 


SONERGAN (MAYBAKER) 


Sonergan is an association of promethazine and buto- 
barbitone, each tablet containing 75 mg. buto- 
barbitone (Someryl) and 15 mg. promethazine 
hydrochloride (Phenergan). 

Butobarbitone has been used with success for 
many years to produce sedation and hypnosis in 
minor nervous condi- 
tions and mild insomnia. 
Promethazine has been 
widely used as a potent 
antihistamine and anti- 
emetic. Its central seda- 
tion effects (characterized 
by somnolence, relief of 
mental tension and en- 
hancement of the activity 
of hypnotics) are being 
increasingly utilized. 

The association of 
these two effective and 
clinically established pre- 
parations, in Somergan, 
provides adequate and 
pleasant sedation with a 
smaller dose of buto- 
barbitone than would 
otherwise be necessary, and there is in addition relief 
of anxiety and mental tension. 

Sonergan is particularly valuable in the pre- and 
post-operative care of patients because of the con- 
siderable anti-emetic properties of promethazine. 

Sonergan is indicated: 

(a) For general use at bed time for cases of 
insomnia (one or two tablets as required); 

(4) For special use in pre-operative preparation 
(two or more tablets); 

(c) For post-operative sedation (one or two tablets 
night and morning). 

Sonmergan is presented as sugar-coated tablets in 
containers of 50 and 500. 

Further Information from: Maybaker (S.A.) (Pty.) 
Ltd., P.O. Box 1130, Port Elizabeth. 


BELLADENAL RETARD TABLETS 
(SANDOZ LIMITED, BASLE) 


Each Belladenal Retard Tablet contains 0.25 mg. of 
Bellafoline (total laevorotatory belladona alkaloids 
equivalent in antispasmodic and anticholinergic 
effect to 27 minims of tincture belladona) and 50 
mg. (7 grain) of phenobarbitone. 
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The special feature of the Belladenal Retard Tablet 
is that the active ingredients are not all released at 
once, but over a period of 6 hours. One third (the 
white section) becomes effective immediately; the 
green particles become effective about 3 hours after 
ingestion, and the last third (orange particles) be- 


2 


comes effective after about 6 hours. Thus the 
administration of one Belladenal Retard Tablet has a 
similar effect to the administration of 9 minims 
of tincture belladona and 4 gr. phenobarbitone at 
3-hourly intervals and provides adequate antispas- 
modic and anti-cholinergic effect for about 9-10 
hours. This is of particular value when administer- 
ing an evening dose, as this will provide an effective 
anti-cholinergic action throughout the night. 

The Bellafoline contained in Belladenal Retard 
Tablets consists of the total alkaloids of fresh bella- 
donna leaves. In contrast to atropine, which is a 
racemic mixture of l-hyoscyamine with the inactive 
dextro-rotatory isomer, Bellafoline contains only the 
natural laevoratatory forms. Consequently, it is 
almost twice as active as atropine, enabling the 
same therapeutic effect to be obtained with about 
half the dosage. 

In Belladenal Retard Tablets the potent anti- 
cholinergic action of Bellafoline is reinforced by the 
action of phenobarbitone on the autonomic centres 
in the brain stem. The mutual synergism between 
the two components ensures that a powerful anti- 
spasmodic and sedative effect is obtained with 
relatively small doses. 

The indications for Belladenal Retard Tablets 
are: spasms of the gastrointestinal and urinary tract; 
peptic ulcer: dysmenorrhoea; emotional tension; 
nocturnal enuresis, and all conditions where an anti- 
cholinergic effect is desired. 

Presentation: Bottles of 20 and 100 Belladenal 
Retard Tablets. 

Sole Distributors: Alex. Lipworth Limited, P.O. 
Box 4461, Johannesburg; P.O. Box 1988, Durban; 
P.O. Box 4838, Cape Town. 

Samples and Literature Available upon Request 
from: Alex. Lipworth Limited, Sandoz Pharma- 
ceutical Department, P.O. Box 4461, Johannesburg. 
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CHLOROMYCETIN 
INTRAMUSCULAR 


EFFECTIVE INTRAMUSCULAR ANTIBIOTIC 


notably effective 
low incidence of resistance 
accepted high tolerance 
proper selection of dosage 
readily absorbed 

easily diffused 

easily administered 
minimal patient disturbance 


repository quali 
sustained 


odpe prepared 
highly stable 
Ps oe PARKE, DAVIS LABORATORIES (PTY.) LTD., P.O. Box 9971, Johannesburg 
ty = and at Port Elizabeth. 
r » Distributors in South Africa: Lennon Ltd., P.O. Box 8389, Johannesburg and all branches. 


‘yb ER . Distributors also in Rhodesia and Nyasaland, Belgian Congo, Angola, Mocambique, Kenya, Uganda and Tanganyika. 
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DAPTAZOLE BRAND OF AMIPHENAZOLE 


2:4-Diamino-5-phenylthiazole hydrochloride 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use ot “Daptazole” and 
Morphine published in the “British Medical Journal” of 21st 


January, 1956, confirms that the administration of “Daptazole” 


with large doses of Morphine results in the alleviation of the 


intractable pain of terminal carcinoma. 


In this paper 

the results of the treatment in 
127 cases are 

described and the main 
advantages of the com- 


bination summarized thus :— 


“Administration of large amounts of morphine 
without respiratory depression, narcosis or 
depression of the cough reflex: amiphenazole 
apparently prevents the onset of any marked 
tolerance to morphine, and possesses a central 
nervous stimulant action of the caffeine type; 
and treated cases have a bright mental outlook 


under otherwise hopeless conditions.” 


Daptazole is a product of A. & G. Nicholas Ltd., Slough, Bucks., England. 


Further information and literature available on request from:- 


KEATINGS PHARMACEUTICALS LIMITED 


P.O. BOX 256, JOHANNESBURG. 
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For Infant Feeding... 
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FULL CREAM ACIDIFIED MILK 


... is an acidified, full cream, powdered milk with added 
carbohydrates for the feeding either partially or completely 
of healthy babies from birth onwards. It is also re- 
commended in cases of vomiting and Marasmus, Skin 
Disorders, Dyspepsia, Diarrhoea and is specially suitable for 
the feeding of the premature infant. 


Pelargon is manufactured from rigorously controlled 
milk, acidified with 0.5% lactic acid, to which has been 
added 2 % starch and 5 % sugar (dextrin-maltose and sucrose). 
It is pasteurised, homogenised and then spray dried. 
Pelargon is bacteriologically safe and is rich in fat and 
protein, the fat being very well tolerated due to acidifica- 
tion. The fine coagulation of the protein is maintained by 
the starch (dextrinised) and the casein is totally decalcified. 
This results in the added advantage of producing, in the 
stomach, a fine flocculent curd resembling that formed 
from breast milk. Pelargon is therefore easily digested. 


PERCENTAGE COMPOSITION 
(DRY POWDER) 


FAT { PROTEIN | LACTOSE 
17 | 16.5 23.5 
MALTO 
MINERAL SUCROSE DEXTRIN 
SALTS (added) (added) 
4.3 12.5 12.5 
STARCH LACTIC MOISTURE 
(pre-cooked) ACID 
8.5 2.2 3 


For further information and literature write to 
Nestlé’s Medical Service, P.O. Box 1568, Durban. 


A NESTLE’S PRODUCT 


P-156 
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SQUIBB 


MEDICAL PROCEEDINGS 


Available as capsules — 
Bottles of 12 and 100. %, 


In pleasant tasting sus- 
pension — 2 oz. Bottles. % 
Samples and Literature a 
available on request. S> 


SQUIBB LABORATORIES (PTY.) LIMITED 


Pharmacy House, Jorissen Street, Braamfontein, Johannesburg. 
P.O. Box 9975. Telephone 44-9648. 


S Q U | o Q Manufacturing Chemists to the 


Medical Profession since 1858 
Distributors in South Africa: PROTEA PHARMACEUTICALS LTD. 
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is the ONLY 

antibiotic preparation 
which provides 
well tolerated 

broad spectrum therapy 


AND AT THE 
SAME TIME 


protects the patient 
against 
monilial superinfection 


Gram Positive Bacteria 
Hemolytic Streptococci 
Streptococcus viridans 
Staphylococe: 
(Micrococci) 
Pneumococci 

( Diplococci) 

C. diphtheriae 


Gram Negative Bacteria 
Meningococci 
Gonococci 

E. coli 

A. aerogenes 
Shigella 
Brucella 

P. tularensis 
H. influenzae 
H. pertussis 

K. pneumoniae 
Donovania 


NULoads 


Spirochetes 
Rickettsiae 


E. histolytica 


Large Viruses 


AdVUsH 


Fungi 
C. albicans 
(Monilia) 
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mm MERSUTURES 
eyeless needled catgut sutures 


ensure minimal 


tissue trauma 


Setting New Standards 
ETHICON 


EDINBURGH 


Authorised Agents and Distributors: 


B. O. J. (PHARMACEUTICAL) LTD., 
P.O. Box 574, Johannesburg. 
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neo-glycoden 


suppresses cough reflexes 


e NEO-GLYCODEN contains among other ingredients 
Morpholinylethylmorphine Monohydrate, known generically as 
A few m | n u tes Pholcodine, and Ephedrine Hydrochloride, in a very pleasant 
Glycerine and Black Currant base. i 
Pholcodine is recommended instead of Codeine as an antispasmodic i 
in severe coughs, being more effective in suppressing cough reflexes t 
with a minimum of gastric disturbance — does not constipate. i 
Besides the sedative action of Pholcodine, NEO-GLYCODEN 


is all it takes to obtain a complete electro- 


i -< j-all’’ s also contains one grain of Ephedrine Hydrochloride per fluid oz. 
cardiogram with the “Cardi-all” and the opera and its use as a Bronchodilator is particularly effective in condi- 
ti f thi instr ; tions of asthma and whooping cough. 

on of this fine inst ument can be learnt in less NEO-GLYCODEN is offered in a very pleasantly flavoured base 
than an hour. of Glycerine and Black Currant and children in particular will 


love its delightful taste. 
We shall be pleased to forward a sample of NEO-GLYCODEN, 


a replica of the 4 oz. packing, on written request to this office or 
It is light in weight (27 Ibs.), small in size you may obtain one from our representative in your area. 


9x12x15” d reaso i i :10: DOSE: ADULTS: One or two teaspoonsful every 3—4 hours. i 
( ; ) ™ nable in hana at £297:10:0. Children: From 3—6 years, 5 to 15 drops; 6—10 years, i 


15 to 30 drops; 10—15 years, half to one teaspoonful 


“ ” every 3—4 hours. 
A special converter for use of the “Cardi-all NEO-GLYCODEN is offered in the following sizes: on ~ 
i j 4 oz. bottle, in carton Consumer Price 4/9 each 
from your Car battery is also available. 
These products carry the usual discounts applicable to ethical 
products. 


May we tell you more about it ? 
Manufactured in South Africa by 


PETERSEN 
LIMITED 


e e Established 1842 
CAPE TOWN SALISBURY DURBAN a | 
P.O. Box 5785 P.O. Box 1200 P.O. Box 1005 


236, Jeppe Street, Johannesburg. P.O. Box 3378 JOHANNESBURG BULAWAYO BLOEMFONTEIN 


| 
PETERSEN'S 
ETHICAL 2 (PRODUCTS< 
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DRAEGER- POLIOMAT 


for prolonged artificial, but physiologically 
correct respiration in cases of respiratory 
paralysis in POLIOMYELITIS especially 
the bulbar type, POLY NEURITIS, POISON- 
ING by soporifics, food (Botulism), TETA- 
NUS. With adjustable respiratory frequence 
and pressure, with built-in humidity 
condenser, strong suction unit and injector 
for 50% oxygen, to be used in con- 
nection with intra-tracheal catheter, 
tracheotomy, or anaesthetic face piece. 


® 


Suppliers of: 
: i Iron Lungs, Potiomats, Incubators, Oxygen Tents, Oxygen Therapy SAFETY & ee co. 
Equipment, St. John Ambulance Resuscitators and Pulmotors, Head Office: 4th. Floor Cambridge 
j Corner Kerk and Sauer Sts., JOHANNESBU ESBURG. 
Medical Suction Pumps, Gliding Suction Massage Apparatus, Telephone 33-9625 P.O. Box 11344 
} Branch Offices: DURBAN 
1 | Aerosol Inhalers, Operating Tables and Lamps, Anaesthetic 112 Medical Centre, Field Street. Telephone: 6-0894. 
H i CAPE TOWN 
Machines, Pulmomats, Diathermy Apparatus, Disinfection Equip- 402-403 A.A. Buildings, y aa 
| ment, Oxygen Regulators and Flowmeters. P.O. Box 3599. Telephone: 2-5818. 
PORT ELIZABETH 
P.O. Box 7085. Telephone: 69021. 
as 


No one has been able to duplicate Viceroy’s 


special 
rs. | occas 10 ns refreshingly mild flavour 


for no one else knows the secret of 
Viceroy’s special blend. 


Naturally they cost a little more. 


e FILTER IN THE RED BOX 
e PLAIN IN THE GREEN BOX 


VICEROY CIGARETTES ARE MADE IN SOUTH AFRICA UNDER THE 
CONDITIONS STIPULATED BY W. D. & H. O. WILLS OF BRISTOL AND LONDON 


| 
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{ 
EN 
oz. i 
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; 
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TEGRITY 
cance 
/ 


Virtually all acute bacterial infections 
of the throat, nose, ear, and lung yield 
quickly. Yet, because the coliform bacilli 
are highly insensitive, the bacterial balance 
of the intestine is seldom disturbed. 

‘llotycin’ kills susceptible pathogens 
of the respiratory tract. Therefore, the re- 
sponse is decisive and quick. Bacterial com- 
plications such as otitis media, chronic ton- 
sillitis, and pyelitis are less likely to occur. 


(ERYTHROMYCIN, LILLY) 


‘Ilotycin’ is notably safe and well tol- 
erated. Staphylococcus enteritis and avi- 
taminosis have not been encountered. 

With usual dosages, gastro-intestinal hy- 
permotility is not observed in bed patients 
and is seen in only a small percentage of 
ambulant patients. 


Available as specially coated tablets, pedi- 
atric suspensions, I.V. and I.M. ampoules. 


EL! LILLY INTERNATIONAL CORPORATION - INDIANAPOLIS 6, INDIANA, U.S.A. 


| 


| 
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KECTIL 


SUSPENSION 


— 
~ 


ELIMINATES 
=A LOT OF 
‘“PAPER-WORK” 


Deliberate “shotgun” therapy for the 
prompt relief ot most diarrhoeas. Patients 
can’t wait for laboratory bacteriological 
reports No penicillin. 


2. READY TO USE 


No compounding necessary. 


3. STABLE 
Stable for 18 months at normal room 5. NEW 16 oz BOTTLE 
temperature. Prescription writing flexibility tor the 
» Doctor and stock bottle dispensing 
on. 4 PLEASANT FLAVOUR convenience for the pharmacist. 


Kids. tweenagers, teenagers, moms, pops, 
grans, gramps, spinsters, and bachelors — 6. ECONOMICAL 
all will like the temon flavour. Patients pay only for what they need. 


Samples and literature available on request to— 


BRISTOLABS (PTY.) LIMITED 


Px Os 2545 JOHANNESBURG 


Bristol 


LABORATORIES. INC 
as wvore 


| =z 
| 
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ACH 


Tetracycline Buffered with Sodium Metaphosphate 


— A NEW IMPROVED FORM OF A CLINICALLY PROVEN ANTIBIOTIC 


ACHROMYCIN V combines the well-known antibiotic, tetracycline, with metaphosphate 
to provide greater and more rapid antibiotic absorption in the intestinal tract. This 
increased absorption is evidenced by significantly higher blood levels and by an increased 
rate of urinary excretion of the ingested drug. 


CHEMICALLY CONDITIONED FOR GREATER CLINICAL EFFICIENCY 


The chemical structure of ACHROMYCIN remains unaltered. However, its tetracycline 
ie : action is intensified. Chemically conditioned with metaphosphate, ACHROMYCIN V 
a places a newer, more effective therapeutic agent in the hands of the physician 
ACHROMYCIN V is indicated in all conditions indicated for ACHROMYCIN Tetracycline. 

The recommended dose remains the same, one gram per day for the average adult. 


Available: Bottles ot 16 and 100 Capsules 
= Each Capsule (pink) contains: 
acme Tetracycline equivalent to tetracycline HCI . 250 mg. 
Sodium metaphosphate . . . . . 380mg. 
a Dosage: 6-7 mg. per Ib. of body weight per day for children and adults. 


* Reg. U.S. Pat. Off. 


: AGHROMYGIN Vy greater antibiotic absorption|faster broad-spectrum action 


Sole Distributors tor South Africa and Central African Federation: 


ALEX. LIPWORTH LTD., JOHANNESBURG, CAPE TOWN. DURBAN AND SALISBURY 
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at LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
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introducing 


the 
new 


major 


ACETYLPROMAZINE 


higher potency 


lower toxicity 


Dosage—Repeated doses:- 10 mg. t.d.s., 
increasing as required with a total daily 
maximum of 200—300 mg. Single dose: 
10—25 mg. (in cases of insomnia etc.) 
Supply—Tablets of 10 mg. in bottles of 

30 and 1,000. Tablets of 25 mg. in bottles of 
100 and 1,000. 


BENGER LABORATORIES LTD., Holmes Chapel, Cheshire, England + Distributed by Fisons Chemicals 
(S.A.) (Pty.) Ltd., P.O. Box 5788, Johannesburg 
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FOR INTRAVENOUS AND/OR INTRAMUSCULAR INJECTION 


in correcting 
and preventing beriberi and in the treatment of other 
conditions due primarily to an insufficient supply of 
thiamine 


Im (contains 100 mg per cc thiamine) 


(Parenteral solution of vitamin B complex 
factors, Abbott) 


O2bott PORT ELIZABETH - EAST LONDON - DURBAN - QUEENSTOWN - PIETERMARITZBURG 
JOHANNESBURG - PRETORIA - BLOEMFONTEIN -.CAPE TOWN 
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